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Alseroxylon less toxic than reserpine 


‘*_,.alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 
significantly less toxicity.” 
Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 
in the Treatment of Hypertension: Some Observa- 
tions on Comparative Toxicity of Reserpine, a 
Single Alkaloid, and Alseroxylon, a Compound Con- 


taining Multiple Alkaloids, Postgrad. Med., Janu- 
ary, 1958. 


just two tablets 
at bedtime 


Rauwiloid 


(alseroxylon, 2 mg.) 
for gratifying 
rauwolfia response 


virtually free from side actions 


When more potent drugs are needed, prescribe 
Rauwiloid® + Veriloid® 
alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 
Rauwiloid® + Hexamethonium 
alseroxyion 1 mg. and hexamethonium chloride dihydrate 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form. 


q 
q 
= 
+ 
7 
/ 
Riker 
‘ \ 
\ 
Ej LOS ANGELES 
& 
on 


In constipation, Metamucil produces SOFT, easy stools and stimulates gentle peri- 
stalsis. By adsorbing and retaining water within the stool Metamucil prevents hard 
feces from forming. And it adds to the intestinal residue a soft, plastic bulk which 
STIMULATES the normal reflex activity of peristalsis. 


Metamucil is a brand of psyllium hydrophilic mucilloid with dextrose. 
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added certainty 
in urinary tract 


UROB 


Each UROBIOTIC CAPSULE contains: 


Cosa-Terramycin 125 mg. 
(oxytetracycline HCI with glucosamine) 

Sulfamethizole 250 mg. 
Phenylazo-diamino-pyridine HCI 50 mg. 


Supply: Urobiotic Capsules, bottles of 50. 


*Trademark 


SULFONAMIDE 
| ANALGESIC 


provide: 


* the proven antibiotic of choice in urinary tract 
infections—Terramycin® (oxytetracycline) 


* enhanced absorption with glucosamine potentiation 


* chemotherapeutic action of sulfamethizole—the 
sulfonamide of choice 


* prompt and effective local analgesia and relief of 
urinary symptoms with phenylazo-diamino-pyridine. 


UROBIOTIC CAPSULES are especially valuable in the treatment of 
mixed urinary infections and infections caused by bacteria 
more sensitive to the combination than to either component 
alone. 


REFERENCES : Bourque, J. P., and Joyal, J.: A Clinical Study of a New Sulfonamide 

in the Treatment of Urinary Infections, Canad. M. A. J. 68:337, 1953. Trafton, H. M., 
and Lind, H. E.: Urinary Infections, Clinical and Bacteriological Cure with 
Terramycin, J. Urol. 69:315, 1953. Musselman, M. M.: Terramycin, Antibiotics 
Monographs No. 6, New York, Medical Encyclopedia, Inc., 1956. Longley, J. R.: 
Oxytetracycline Therapy in Surgery and Infections of the Urinary Tract, 
Antibiotics Annual 1955-1956, New York, Medical Encyclopedia, Inc., 1956, p. 358. 


Pfizer Wee 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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now 


in a new dosage form... 
to simplify treatment 
of anxiety states 


perphenazine 


Availability of TRILAFON REPETABS now makes it easier to achieve smooth and 
sustained control in anxious, tense or psychoneurotic patients. Each 8 mg. 
REPETAB provides a full 4 mg. of TRILAFON for rapid onset of relief plus a second, 
timed 4 mg. dose for prolonged all-day benefits. 


No need for the agitated patient to be concerned about complicated dosage directions. 
Just one TRILAFON REPETAB in the morning and another in the evening will carry 
the average patient through a full day and night. 


TRILAFON® REPETABS®—8 mg., bottles of 30 and 100. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


TR-J-2028 
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: 
prompt 
relief 
that 
lasts 
all 
day : 
the Repetab way € 


BONADOXIN 


stops morning sickness but... 


relief with BONADOXIN in 1534 patients* 


Belterllomes | 4 


Garden Book 


good or excellent. ....... 87.8% 
fair or moderate ......-. . 8.6% 


“Summary of published clinical studies. 
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doesn't 
stop ‘*.,. tolerance was excellent, 


with no drowsiness resulting.’” 


the ‘‘No side reactions 


were observed... .’” 


patient Each pink-and-blue tablet contains: 


Pyridoxine HCl... .50mg. 
Meclizine HCl.....25 mg. 
Bottles of 25 and 100. 


Now also available as 
BONADOXIN DROPS 


1. Weinberg, A., and Werner, W. E. F.: Am. 
Pract. & Digest Treat. 6:580 (April) 1955. 
2. Codling, J. W., and Lowden, R. J.: North- 
west Med. 57:331 (March) 1958. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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necessary— 


im establishing correct eating patterns 


supervision by the physician” 
a balanced eating plan” 


selective medication” 


and the GO-10-70 Basic Plan 


Following the establishment of desired eating patterns—the main- 
tenance of the acquired habits is most important. Here, Obedrin and the 
60-10-70 Plan can be valuable aids to both the physician and patient. 

Obedrin provides: Formula: Tablets and Capsules 


Methamphetamine for its proven anorexigenic and mood- Semoxydrine® HCI 


lifting effects. 


(Methamphetamine HCl) ..... 5 mg. 
J 20 mg. 
e Pentobarbital as a balancing agent, to guard against AcobicAdd ........... 100 i: 
excitation. Thiamine Mononitrate ....... 0.5 mg. 
e Vitamins B, and B, plus niacin to supplement the diet. Riboflavin... 1 mg. 
e Ascorbic acid to aid in the mobilization of tissue fluids. 
1. Eisfelder, H.W.: Am. Pract. & Dig. Treat. 5:778 (Oct. 1954) 
2. Freed, S.C.: G.P. 7:63 (19538) 
3. Sherman, R.J.: Medical Times, 82:107 (Feb. 1954) 


Bristol, Tennessee + WewVerk «+ Kansas City + San Francisco THE S. E. MASSENGILL COMPANY 


Three steps 
‘ 
q 


A tlexible dosage torm 
for predictable effect 


a Obedrin tablets provide a flexible dosage form which may be 
prescribed to depress the appetite at peak hunger periods. 
The pentobarbital content assures minimal central nervous 
stimulation, and the 60-10-70 Basic Plan provides for a balanced food 
intake with sufficient protein and roughage. 
Obedrin is available in tablet and capsule form. 


An effective anorexigenic agent 

A flexible dosage form 

4 Minimal central nervous stimulation 
is Vitamins to supplement the diet 


No hazards of impaction Currently, mailings wil! be 


forwarded only at your 


-— ® request. Write for 60-10-70 
= rh menus, weight charts, and 
samples of (bedrin. 


and the 60-10-70 Basic Plan 


Bristol, Tennessee New York Kansas City San Francisco THE S. E. MASSENGILL COMPANY 
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FURACIN 


brand of nitrofurazone 


VAGINAL SUPPOSITORIES 


“By reducing the vaginal infection, the Furacin Vaginal Sup- 
positories contributed to a better response of the malignant 
tissue to a given unit of radiation.”* 

Within 48 to 96 hours following institution of therapy with 
Furacin Vaginal Suppositories, the amount and odor of vaginal 
discharge were considerably reduced in all patients undergoing 
radiation therapy for pelvic neoplasms.* Patients reported a 
soothing sensation in the vagina—a noteworthy change from 
the local discomfort usually encountered following radiation. 
“Schwartz, J., and Nardiello, V.: Am. J. Obst. 65:1069, 1953. 
INDICATIONS Before and after: cervicovaginal surgery, pelvic 
radiation, cauterization, conization and biopsy. 

SUPPLIED 0.8% FUuRACIN in a water-miscible base which melts 
at body temperature. Hermetically sealed in yellow foil, box of 12. 
NITROFURANS: a new class of antimicrobials... 

neither antibiotics nor sulfonamides 

EATON LABORATORIES, NORWICH, NEW YORK 
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THE 


FLORAQUIN 


REGIMEN 


Reverses Vaginal Pathology 
Toward Normal Physiology — 


Basically the Floraquin regimen accom- 

plishes the following three-step restorative 

action: 

Step 1—Diodoquin® content destroys monilia, 
protozoa and trichomonads, thereby 
clearing the way for... 


Step 2—Acid content helps reestablish the 
normal pH (3.8 to 4.4) favorable to the 
regrowth of Déderlein bacilli. 

Step 3— Dextrose and lactose content fur- 
nishes essential nutriment to Déder- 
lein bacilli. 


Treatment Procedure—Following an initial 
three to five-day office treatment, the patient 
is “. . . issued a prescription for Floraquin 
vaginal suppositories which she is instructed 
to insert high into the vagina each evening. 
On the morning following each application of 
these suppositories, the patient should take a 
vinegar water douche. ... The treatment con- 
tinues through the next menstrual period, 
both the douches and the insertion of the 
suppositories being continued through the 
menstrual period.”* 


Intravaginal Applicator for 
Simplified Self-Treatment 


With this smooth, unbreakable, plastic 
plunger the tablets may be placed in the va- 
ginal fornices, assuring coating of the entire 
mucosa as the tablets disintegrate. A Flor- 
aquin applicator is supplied with each box 
of 50 tablets. 


| SEARLE | Research in the Service of Medicine 


IN ALL TYPES OF VAGINITIS 


Supplied: Powder — bottles of 1 and 8 ounces. - 
Vaginal tablets—boxes of 24 and 7 
also boxes of 50 with applicator. : 


G. D. Searle & Co., Chicago 80, Illinois. 


*Williamson, P.: Trichomonad Infestation, M. Times 84:929 (Sept.) 
1956. 
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Reports from Investigators 


In medical student volunteers, 
produced increased daytime 
energy and attentiveness at lectures, 
sounder sleep (with a reduction in 
the hours of sleep needed), better 
ability to concentrate on both study- 
ing and writing, decreased apprehen- 
siveness prior to and during examina- 
tions, a more affable mood and 
outspoken personality. 
1, Murphree, H.B., Jr.; Jenney, E.H., and 
Pfeiffer, C.C.: 2-Dimethylaminoethanol as a 
Central Nervous System Stimulant. Presented 
before Assoc. for Research in Nervous and 


Mental Disease, New York, Dec. 12-14, 1957. 
To be published. 


In Exhaustion and Depression—In 
a study of over 100 patients suffering 
from various psychiatric disorders, 
especially exhaustion and mild de- 
pression, the clinical effect of 
Deane’ was to increase energy and 
to relieve depression in over 70%. 

2. Lemere, F., and Lasater, J.H.: Am. J. 

Psychiat. 114:655 (Jan.) 1958. 
In Learning Problems-—Some of the 
children with reading problems and 
other learning defects have improved 
markedly during their treatment with 
3. Oettinger, L.: To 

be published. 
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Deaner 


2-dimethylaminoethanol (deanol) 


A Totally New Molecule for the Treatment of 


Chronic Fatigue States 

Mild Depression 

Chronic Headache a 

Migraine 
Neurasthenia 


In extensive clinical trials, DEANER has proved to be of value in that large 
contingent of patients with vague, undefined symptoms, who feel under par 


and lack energy or are mildly depressed. 


Patients with chronic headache including migraine are benefited. 


Advantages of ‘Deaner’ 


Effects come on gradually and are prolonged... Dosage _ 


Initially, 1 tablet (25 mg.) daily in 
the morning. Maintenance dose, 1 
to 3 tablets (25 mg. to 75 mg.) for 
adults; % to 3 tablets for children. 
Full benefits may require two weeks 


Without causing loss of appetite . . . or more of therapy. 


Without causing hyperirritability, jitteriness or 
emotional tension... 


Without causing excess motor activity... 


*‘Deaner’ is supplied in 25 mg. 


Without elevating blood pressure or heart rate... 
Gaveting Mead gue scored tablets in bottles of 100. 


Without sudden letdown on discontinuance of 
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Another First 


LOS ANGEL 4 
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as the vaginal menstrual guard of choice... 


ut also for professional use 


to retain vaginal and cervical medications 
after treatment and between office visits. 


to protect against seepage after cervical 
biopsy or cauterization. 


to absorb discharges or abnormal secretions. 


Three Absorbencies— ReEGuLar, Super, JUNIOR— 
for varying requirements. 


Made of pure surgical absorbent cotton — readily 
available and economical. 


COMFORTABLE * CONVENIENT * SAFE 


TAMPAX 
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FILIBON offers 


full supplementation of the essential nutritional factors 
in Pregnancy and Lactation 


FILIBON features include— 

e phosphorus-free formula 

e new, well-tolerated source of iron, ferrous fumarate 

e noninhibitory intrinsic factor to augment By2 
absorption 

e prophylactic vitamins B, and K 

e important trace elements 


so she won't forget FILIBON 

e the FILIBON Jar, fashioned for her, to keep her on 
the regimen you prescribe 

e the FILIBON Capsule, small, easy to swallow. Dry- 
filled for faster absorption, freedom from un- 
pleasant after-taste 

e the FILIBON dosage, convenient, only one a day 


Each soft-shell FILIBON capsule 
contains: Ferrous Fumarate.... 90 mg. 
Vitamin A. .4,000 U.S.P. Units Iron (as Fumarate). . 30 mg. 
Vitamin D. . .400 U.S.P. Units Intrinsic Factor... .. 


5 mg. 

Thiamine Fluorine .... 0.015 mg. 
Mononitrate (Bj). . 3 mg. Copper (CuO)...... 0.15 mg. 
Pyridoxine (Bg)... ... 1 mg. Iodine (KI). .... 0.01 mg. 
Niacinamide......... 0 mg. Potassium (K280s).. 0.835 mg. 
Riboflavin (B2)...... 2mg. Manganese (MnO2). 0.05 mg. 
Vitamin B)2.. Magnesium (MgO).. 0.15 mg. 


. 2 megm. 
Ascorbic Acid (C).. . 50mg. Molybdenum 


Vitamin K (Na2Mo04.2H20). mg. 
(Menadione)....... 0.5 mg. Zine (ZnO)......... 5 mg. 
1 mg. Calcium Carbonate. . mg. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York C Lecterie ) 
*Reg. U.S. Pat. Off. 


in the picture...during pregnancy 


PHOSPHORUS-FREE PRENATAL VITAMIN-MINERAL SUPPLEMENT LEDERLE 


DOSAGE/one or more 
capsules daily 


SUPPLIED /attractive 
re-usable bottles 
of 100 capsules 
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mother needs 
support, too... 
during pregnancy 
and lactation 


atab 


Kapseals Just one NATABEC Kapseal daily, as prescribed by 


VeRMnenneanneines. Gonmmnesinn her physician, “trellises” her good diet with a care- 
fully balanced formula of vitamins and minerals. 
As nutritional support for the gravida and the 
nursing mother, NATABEC helps to promote better 
health for the mother and for her child. 


dosage: As a dietary supplement during pregnancy 
and throughout lactation, one Kapseal daily, or more, 
as required. Available in bottles of 100 and 1,000. 


A 


‘LP: PARKE, DAVIS & COMPANY 


Detroit 32, Michigan 
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American Medical 
Women’s Association, Inc. 


BRANCH OFFICERS, 1958-1959 


ONE, WASHINGTON, D.C. 


President: Shirley Martin, M.D., 1746 K St. N.W., 
Washington, D.C. 


Secretary: Vita R. Jaffee, M.D., 6301 W. Halbert Rd., 
Bethesda, Md. 


Membership Chairman: Paula Kaiser, M.D., 4015 Brad- 
ley Lane, Chevy Chase, Md. 


Meetings held first Tuesday, October to May. 


TWO, CHICAGO, ILLINOIS 


President: Rose V. Menendian, M.D., 2400 Morse Ave., 
Chicago 45. 


Secretary: Julia Apter, M.D., 7135 S. Jeffery, Chicago 
49. 


Membership Chairman: Charlotte Kerr, M.D., 728 S. 
Ashland Ave., Chicago 7. 


Meetings held monthly. 


THREE, MARYLAND 


President: Pearl Huffman Scholz, M.D., 11 Blythe 
wood Rd., Baltimore 10. 


Secretary: Frances H. Trimble, M.D., 6006 Chailes- 
mead Rd., Baltimore 12. 


Meetings held first Thursday of month. 


FOUR, NEW JERSEY 


President: Sylvia Becker, M.D., 299 Clinton Ave., 
Newark. 


Secretary: Betty Sobel, M.D., 396 N. Arlington Ave., 
East Orange. 


Membership Chairman: Ella Coughlan, M.D., 10 Oak- 
wood, Orange. 


FIVE, PORTLAND, OREGON 


President: Miriam Luten, M.D., 308 Taylor St. Bldg., 
(919 Taylor St.), Portland 5. 


Secretary: Dorothy Vinton, M.D., 2455 N.W. Mar- 
shall, Suite 5, Portland 10. 


Dinner meetings held every two months, with a sym- 
posium on scientific topics of general interest. 


SIX, OMAHA, NEBRASKA 


President: Aileen Mathiasen-Sciortino, M.D., 6 Hall 
St., Council Bluffs, Iowa. 


Secretary: Louise M. Camel Farrage, M.D., 478 Elm- 
wood, Council Bluffs, lowa. 


EIGHT, NEW ORLEANS, LOUISIANA 


President: Georgiana J. von Langermann, M.D., 1430 
Tulane Ave., New Orleans. 


TEN, WISCONSIN 


President: Elaine Pedersen, M.D., 6040 W. Lisbon 
Ave., Milwaukee. 


Secretary-Treasurer: Mary Hall, M.D., 4042 N. Wil- 
son Drive, Milwaukee. 


(Continued on page 18) 
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gentle motivation 
to encourage 
normal 
elimination 


Sal Hepatica 


LAXATIVE WITH ANTACID 


speedy, gentle 
relief for 
constipation 
and excess. 
acidity 


Dependable—Draws water into intestines by © 


osmosis, creating moist bulk and gentle pres- 
sure to initiate proper intestinal response. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 
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ELEVEN, SOUTHWESTERN OHIO 

President: Rae Hartman, M.D., 2002 Madison Rd., 
Cincinnati 8. 

Secretary: Emily E. Wright, M.D., 421 Burns Ave., 

Cincinnati 15. 


Meetings held second Tuesday, September, November, 
January, March, May. 


TWELVE, COLUMBUS, OHIO 
President: Helen Graves, M.D., 3821 Maize Rd., 
Columbus 11. 


Secretary-Treasurer: Irma Eglitis, M.D., 123 E. Lane 
Ave., Columbus 1. 


THIRTEEN, SAN DIEGO, CALIFORNIA 
President: Elizabeth Conforth, M.D., 7901 Frost St., 
San Diego. 
Secretary: Virginia Caspe, M.D., 328 Maple St., San 
Diego. 
Meetings held every other month on third Wednesday. 


FOURTEEN, NEW YORK, NEW YORK 
President: Adelaide Romaine, M.D., 35 W. 9th St., 
New York 11. 
Secretary: M et S. Tenbrinck, M.D., 235 E. 22nd 
St., New York 10. 
Membership Chairman: Estelle DeVito, M.D., 301 E. 
21st St., New York 10. 


American Medical Women’s Association, Inc. 


BRANCH OFFICERS, 1958-1959 
(Continued) 


FIFTEEN, CLEVELAND, OHIO 
President: Virginia Owen, M.D., 10704 Shaker Blvd., 
Shaker Heights. 


Secretary: Lois McCorkle, M.D., 2658 Kingston Rd., 
Cleveland Heights. 


SIXTEEN, PITTSBURGH, PENNSYLVANIA 
President: Virginia E. Washburn, M.D., 4403 Center 
Ave., Pittsburgh 13. 
Secretary: Pauline M. Holland, M.D., Woodville State 
Hospital, Woodville. 


EIGHTEEN, NEW YORK STATE 
ory Anna P. Walsh, M.D., 391 Jersey St., Buf- 
o 4. 


Secretary: Harriet Hosmer, M.D., 333 Linwood Ave., 
Buffalo 9. 


Membership Chairman: Marguerite P. McCarthy- 
Brough, M.D., 1811 W. Genesee St., Syracuse. 


NINETEEN, IOWA 
President: Marelda Rockwell, M.D., 519 Third St., 
Clinton. 
Secretary: Jean Glissman, M.D., 1068 42nd St., Des 
Moines. 
Meetings held each April, in conjunction with state 
medical meeting. 
(Continued on page 20) 


HOTEL ROOM RESERVATION 
AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
1958 MIDYEAR MEETING 


Meeting Headquarters 
The Woodner, Washington, D. C. 


Mail to: Henry B. Paris, Manager 
The Woodner 


November 13-16, 1958 


Sixteenth and Spring Road, Northwest, 


Washington 10, D. C. 


Please reserve: 


Single room occupancy ($9.00) 


Twin room occupancy ($13.00) 
Suite—single room occupancy ($16.00) 
Suite—twin room occupancy ($20.00) 


I will depart at .......... p.m. 


Person who will share twin room occupancy: 


Please mail hotel confirmation to: 
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Orthos 
\ most spermicidal contraceptive 
— 


your most fastidious patients 


Trademark 


“,..is highly spermicidal....lts relative simplicity 


makes it very acceptable to the patient.”’* 


*Behne, D.; Clark, F.; Jennings, M.; Pallais, V.; Olson, H.; Wolf, L., and Tyler, E. T.: West. J. Surg, 64:152, 1956. Y 


Cc iti y polyethoxyethanol 5% in an oil-in-water emulsion at pH 4.5. 
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TWENTY (BLACKWELL), DETROIT, 
MICHIGAN 


President: Katheryn L. O’Connor, M.D., 14301 Grand 
River Ave., Detroit 27. 


Secretary: Dorothy D’Sena, M.D., 22470 Nona, West 
Dearborn. 
Meetings held five times a year. 


TWENTY-THREE, LOS ANGELES, 
CALIFORNIA 


President: Juyne M. Tayson, M.D., 5414 N. Figueroa 
St., Los Angeles 12. 


Secretary: Ethel M. Hamilton, M.D., 5740 York Blvd., 
Los Angeles 42. 


Membership Chairman: Elizabeth Mason-Hohl, M.D., 

1234 Vermont Ave., Hollywood. 
TWENTY-FOUR, KANSAS 

President: Mary T. Glassen, M.D., Phillipsburg. 

Secretary: Ruth P. Spiegel, M.D., Formosa. 

Next meeting will be held on call. 

TWENTY-FIVE, PHILADELPHIA, 
PENNSYLVANIA 

President: Jean Crump, M.D., R.D. 2, West Chester. 

Secretary: Dorothy Macy, Jr., M.D., 705 Beechwood 

Rd., Media. 

Meetings held three times a year. 

TWENTY-SIX, MINNESOTA 


President: Della G. Drips, M.D., Oronoco. 


Secretary: Nellie N. Barsness, M.D., 540 Lowry Medi- 
cal Arts Bldg., St. Paul. 


1790 Broadway 


Please print or type name and address. Check address to which JouRNAL is to be mailed. 


American Medical Womens Association, Inc. 


BRANCH OFFICERS, 1958-1959 
(Continued) 


TWENTY-NINE, ATLANTA, GEORGIA 
President: Dorothy Jaeger-Lee, M.D., 3825 Wieuca 
Rd., N.E., Atlanta 5. 
Secretary: Marguerite Louisa Candler, M.D., 3092 
Argonne Drive, N.E., Atlanta 5. 


Membership Chairman: Edna Porth, M.D., 3130 Maple 
Drive, N.E., Atlanta 5. 


Meetings held third Saturday monthly, except in June, 
July, and August. 


THIRTY, UPPER CALIFORNIA 
President: Mary C. Thompson, M.D., 450 Sutter St., 
San Francisco 8. 
Secretary: Joan Davidson, M.D., 2107 Van Ness Ave., 
San Francisco. 


THIRTY-ONE, MISSISSIPPI 
President: Blanche Lockard, M.D., 838 Lakeland Drive, 
Jackson. 
Secretary: Julia H. Box, M.D., Newton. 
Membership Chairman: Gussie R. Higgins Carr, M.D.., 
416 Claiborne Ave., Jackson. 


THIRTY-TWO, WESTERN 
NORTH CAROLINA 
President: Ethel Brownsberger, M.D., 75 Henderson- 
ville Rd., Biltmore. 
Secretary: Louise Galloway, M.D., 25 Arthur Rd., 
W. Asheville. 
(Continued on page 24) 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 


New York 19, N.Y. 


APPLICATION FOR ASSOCIATE MEMBERSHIP 


Permanent 


Associate members do not pay dues but have all the privileges of membership except voting, 
holding office, and membership in the Medical Women’s International Association. Associate mem- 
bership is open to: medical women in the first year of practice, women interns, residents in 
training, and fellows. Membership includes the JourNAL each month without charge. 


Signature 
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Nervous Nellie 


It doesn’t take much to upset Nellie’s 

nerves—some days she feels she could 

“jump out of her skin.” For people like 

Nellie, there’s gentle, smooth “daytime 
sedation”’ in BUTISOL SODIUM—to 
relax taut nerves and take them tranquilly 
through the day. 


BUTISOL SODIUM® 


BUTABARBITAL SODIUM 


Laboratories, Inc. 
Philadelphia 32, Pa. 


TABLETS, 15 mg. (% gr.), 30 mg. (% gr.), 5O 
mg. (% gr.), 100 mg. (1% gr.), R-A (Repeat 
Action) 30 mg. and 60 mg. 


ELIXIR, SO mg. (% gr.) per S ca. 


CAPSULES, 100 mg. 
(1% gr.) 
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sACHROMYCIN: V 


Tetracycline and Citric Acid Lederle 


A Decision of Physicians 


When it comes to prescribing 
broad-spectrum antibiotics, physicians 
today most frequently specify 
ACHROMYCIN V. 


The reason for this decided preference 
is simple. 


For more than four years now, you and 
your colleagues have had many 
opportunities to observe and confirm 
the clinical efficacy of ACHROMYCIN 
tetracycline and, more recently, 
ACHROMYCIN V tetracycline and 

citric acid. 


In patient after patient, in diseases 
caused by many invading organisms, 
ACHROMYCIN achieves prompt control 
of the infection—and with few 
significant side effects. 


The next time your diagnosis calls for 
rapid antibiotic action, rely on 
Acuromycin V—the choice of 
physicians in every field and specialty. 


LEDERLE LABORATORIES 

a Division of 

AMERICAN CYANAMID COMPANY 
Pear! River, New York 
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American Medical Women’s Association. Inc. 


BRANCH OFFICERS, 1958-1959 
(Continued) 


THIRTY-THREE, MIAMI, FLORIDA 


President: Ella M. Hediger, M.D., 560 N.E. 71st St., 
Miami. 

Secretary: Malissa Browning, M.D., 158 Almeria Ave., 
Coral Gables. 


THIRTY-FOUR, ARKANSAS 
President: Elizabeth D. Fletcher, M.D., 705 Donoghey 
Bldg., Little Rock. 


Secretary: Martha M. Brown, M.D., State Hospital, 
Little Rock. 


THIRTY-FIVE, PUERTO RICO 
President: Alice Reinhardt, M.D., Santorio Insula, Rio 
Piedros. 


Secretary: Maria Amelia Pares, M.D., Professional 
Building, Santurce. 


THIRTY-SIX, ALAMEDA COUNTY, 
CALIFORNIA 
President: Miriam Rutherford, M.D., 2929 Summit 
St., Oakland. 


Secretary: Dorothy McDonald, M.D., 2490 Channing 
Way, Berkeley. 


THIRTY-SEVEN, SEATTLE, WASHINGTON 
President: Phyllis Leibly, M.D., 4530 5ist St., N.E., 


Seattle. 
Secretary: Lily E. Schoffman, M.D., 828 Fourth and 
Pike Bldg., Seattle. 


THIRTY-EIGHT, LONG BEACH, CALIFORNIA 

President: Georgia Johnson, M.D., 4029 Elm Ave., 
Long Beach 7. 

Secretary-Treasurer: Phyllis Walker, M.D., 1703 Ter- 
mino Ave., Long Beach 4. 


THIRTY-NINE, BOSTON, MASSACHUSETTS 
President: Esther Silveus, M.D., 63 Bay State Rd., 
Boston. 
Secretary: Barbara T. Ganem, M.D., Room 542 State 
House, Boston. 
Membership Chairman: Dera Kinsey, M.D., 134 Wel- 
lesley St., Weston. 


FORTY, DALLAS, TEXAS 
President: Harriet Nora Rogers, M.D., Courthouse, 
Dallas. 
Secretary: Mary Agnes Hopkins, M.D., 1035 Medical 
Arts Bldg., Dallas. 
(Continued on page 29) 


Please report all changes in Branch officers 
and chairmen as soon as possible to American 
Medical Women’s Association, 1790 Broadway, 
New York 19, N.Y. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 


1790 Broadway 


New York 19, N.Y. 


APPLICATION FOR JUNIOR MEMBERSHIP 


(Please check address to which the Journat and AMWA correspondence are to be mailed.) 


Place of expected internship ...............++. 


Date and place of birth ................ 


Junior membership does not require payment of dues. 
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More than 
enough 
Gantrisin 
Tablets 

to encircle 
the earth- 


If all the Gantrisin tablets* produced and 
used since the introduction of this single, 
soluble sulfonamide were placed "end to end," 
the distance would exceed 24,000 miles-- 
more than enough to encircle the globe 

at the equator. 


This acceptance by the medical profession 
is overwhelming evidence of the clinical 
usefulness, efficacy and safety of Gantrisin. 


*More than 3 billion tablets (liquids and 
other forms not included). 


GANTRISIN®—brand of sulfisoxazole (3,4-dimethyl-5-sulfanilamido-isoxazole ) 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley 10, N.J. 


Original Research in Medicine and Chemistry 
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AVOIDS UTERINE HEMORRHAGE 2 


AMELIORATES MENOPAUSAL SYMPTOMS 
IN A HIGH PERCENTAGE OF PATIENTS 


Vallestril (brand of methallenestril) has a unique pharmacologic advantage in that 
its low-dosage effectiveness in controlling menopausal symptoms is rarely accom- 
panied by withdrawal bleeding. 

Schneeberg, Perczek, Nodine and Perloff* gave Vallestril to fifty-two menopausal 
patients and compared it with several other estrogenic compounds. They reported: 


“[Vallestril] was found to be a satisfactory therapeutic agent in menopausal syn- q 
drome in 50 of 52 patients (96 per cent)... . Vaginal bleeding during therapy or upon q 

withdrawal of therapy was infrequent and generally observed only when larger 2 
than therapeutic doses were prescribed. ... [Vallestril] compares favorably with other 7 
estrogenic compounds in all respects, and was, in many instances, found to be the ; 

more satisfactory upon direct comparison in the same patient.” 4 


For the menopausal syndrome the investigators used 10 mg. of Vallestril daily until 
symptoms were controlled and then 5 mg. for two weeks with gradual tapering off. 
Medication should be interrupted every four months to determine the need for further 
therapy. G. D. Searle & Co., Chicago 80, Illinois. Research in the Service of Medicine. 


*Schneeberg, N. G.; Perczek, L.; Nodine, J. H., and Perloff, W. H.: Methallenestril, a New Syn- 
thetic Estrogen, J.A.M.A.767:1062 (July 14) 1956. 
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100 TESTS (APPROX ) N 
TES-TAPE 

(Urine Sugar Anaiyss Paper. Litty) 

Protect from direct light, 

excessive moisture, and 

heat 


DIRECTIONS —ON BACK 


RELIABLE 
QUANTITATIVE 
RESULTS 


routine checks verify clinical accuracy 


Every lot of “Tes-Tape’ (Urine Sugar ee 

Analysis Paper, Lilly) is subjected Concentration Accuracy 

to a panel of ten persons at the Lilly 3 purcent 98.6 percent 

Research Laboratories who are un- 0.5 percent 88.9 percent 

familiar with the use of “Tes-Tape.’ 0.25 percent 90.3 percent 
0.1 percent 95.6 percent 

Each panel member examines twenty- © percent 100 percent 


five urine specimens containing dif- 
ferent concentrations of glucose. 
When last computed, the average A total of 5,500 different specimens 
accuracy of the observations at the were assayed, with an over-all ac- 
designated levels was as follows: curacy of 98.6 percent. 


Available at all pharmacies in plastic dispensers of approximately 100 tests. 


LILLY AND COMPANY e¢ INDIANAPOLIS 6, INDIANA, U.S.A. 


828013 
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AMERICAN MEDICAL WOMENS ASSOCIATION 


Volume 13 


JULY, 1958 


Number 7 


Radical Mastectomy: Review of Two 
Hundred Fifty-Three Cases of 


Carcinoma of Breast* 


Mary Lee Edward, M.D., F.A.CS. 


SYMPTOMS OF CARCINOMA of the breast are 
variable, the most usual being the presence of 
a mass or lump. However, in 253 radical oper- 
ations done at the New York Infirmary from 
1926 through 1953, pain was complained of 
fairly often and was the second most frequent 
symptom, contrary to usual opinion. Symp- 
toms, classified according to age groups, are 
noted in table I. Some patients complained of 
more than one symptom. 

The age groups of the patients in our series 
were as follows: 20-29 years, 3 cases; 30-39 
years, 36 cases; 40-49 years, 71 cases; 50-59 
years, 91 cases; 60-69 years, 44 cases; and 
70-79 vears, 8 cases. 

Of the pathological findings in this series, by 
far the commonest tumor was duct carcinoma 
(162 of 253 cases). Fibrocarcinoma was next 
most common (25), followed by comedocar- 


* Operations performed during the directorship of 
Dr. Anna Hubert, who died in October, 1956. His- 
tories of the patients compiled by Dr. Hubert, merr- 
bers of the surgical staff, and Miss Esther Boughton. 


Dr. Edward is Attending Surgeon 
Emeritus at New York Infirmary. 


J.A.M.W.A.—JuLy, 1958 


cinoma (21), adenocarcinoma (8), carcinoma 
simplex (7), and carcinoma. of the sweat 
glands (5). Other diagnoses were mucoid 
carcinoma, gelatinous carcinoma, medullary 
cancer, scirrhous carcinoma, and cystosarcoma 
phylloides. 

In regard to involvement of axillary nodes, 
nodes were clear in 138 and involved in 115 
patients. The breakdown according to age 
group is as follows: In the 20 to 30 year age 
group 1 patient had multiple nodes with 
metastases, 1 had one node, and 1 had none: 
in the 30 to 40 year age group 22 had no in- 
volvement while 14 showed positive nodes; in 
the 40 to 50 year age group the nodes were 
clear in 44 patients while 27 had metastases; 
in the 50 to 60 vear age group 45 patients had 
no nodes involved while 46 showed metas- 
tases; in the 60 to 70 year classification 23 had 
metastases to nodes and 21 had no metastases; 
and in the 70 to 79 year age group nodes were 
clear in 5 and metastases present in 3. 


SURVIVAL DATA 


Our survival statistics include only the 
patients operated upon before 1949, to allow 
at least a five year survival time for the group 
seen in 1953. Eight different surgeons operat- 
ed upon 174 patients before 1949, and these 
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TABLE I 


Symptoms Classified According to Age Groups 


Symptoms 


Age Group, Yr. 


20-29 30-39 40-49 50-59 60-69 70-79 


Lump 

Pain; pulling sensation; sensitive feeling; tingling pain 
during menstruation 

Discharge or blood from nipple; tenderness of or sore 
nipple 

Retracted nipple 

Depression or involvement of skin 

Pain down arm 

Painful lump 

Lump on arm or in axilla 

Enlargement of breast or heavy feeling 

Ulcer of areola 


2 32 57 79 35 8 


_ 
w 


patients were ward, semiprivate, and private 
patients. Operations were performed on all, 
except those with distant metastases. Some had 
fungating masses or bulky metastases. This, 
necessarily, lowered the rate of survival. 

Our follow-up studies refer only to the 
length of time the patient was known to sur- 
vive. In many cases the last note was that 
there was no evidence of disease. Unfortunate- 
ly, we lost sight of many patients; these, al- 
though not necessarily dead, were counted as 
nonsurvivors. We did not exclude cases where 
data were incomplete. The percentage of 
survivors is the percentage of the whole group 
(table II). 

Three of the 174 patients each had two 
radical mastectomies in different years. In 
each case the first diagnosis was used for the 
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pathology report, and the patient was regis- 
tered as 1 case, rather than as 2 cases, for 
follow-up studies. 

Of the 174 patients, 81 (46.55 per cent) 
lived more than five years. Thirty-one (17.82 
per cent) lived more than 10 years. For com- 
parison of our survival rates in patients with 
carcinoma of the breast and those of other 
hospitals, see table III. 

Five and 10 year survival rates for patients 
with the different types of tumors seen in our 
study are classified in table II by number and 
percentage of the total operated upon, of the 
5 year survivor group, and of the 10 year 
survivor group. The percentage of patients 
with duct carcinoma decreased in the 10 year 
group and the percentage of those with com- 
edocarcinoma increased, as did the percentage 


TABLE II 


Percentage of Five and Ten Year Survivors 


; Whole Group 5 Yr. Survivors 10 Yr. Survivors 

No. % of 174 No. % of 81 Survivors No. % of 31 Survivors 

Comedocarcinoma 15 8.62 7 8.64 + 12.91 
Duct carcinoma 95 54.60 +H 54.32 13 41.94 
Fibrocarcinome 26 14.94 12 14.82 cS 12.91 
Carcinoma simplex 7 4.03 + 4.95 2 6.45 
Medullary cancer 5 2.88 2 2.48 1 3.22 
Mucoid carcinoma 1 0.57 1 1.23 1 3.22 
Sweat gland carcinoma 5 2.88 1 1.23 1 3.22 
Scirrhous carcinoma 1 0.57 1 1.23 0 _ 
Alveolar carcinoma and 

adenocarcinoma 1 0.57 0 0 
Cystosarcoma phylloides 1 0.57 1 1.23 0 
Adenocarcinoma 6 3.45 1 1.23 1 3.22 
Unclassified VW 6.32 7 8.64 + 12.91 

Total 174 81 31 


J.A.M.W.A.—Vot. 13, No. 7 


4 
= 
2 
= 
| 


RADICAL MASTECTOMY—EDW ARD 


TABLE 


Survival Rate in Various Clinics 


$5 Yr. Sur- 10 Yr. Sur- 


. No. of 
Author Hospital lien vival Rate, % vival Rate, % Selection of Cases 
Halsted, W. S.: Tr. Am. Johns Hopkins 232 383 G yr. — Neck dissection in some 7 
S.A. 25:61, 1907 cure) as high as bifurcation 7 
of carotid 
Finney, G. G., and others: | Union Memorial 298 49 19 No clinic cases, no cases 
Ann. Surg. 125:673, 1947 refused, 4 surgeons x 
Eggers C., and others: New York Skin 278 (253 33.5 cure 21.7 cure All cases without demon- q 
Ann Surg. 113:321, 1941 and Cancer operable) strable distant metas- ‘a 
tases including cases 
with supraclavicular 
involvement 
Adair, F. E.: S. Clin. North Memorial 3,495 54.4 33.8 Disease localized in breast 
America 33:313, 1953 or breast and axilla 
McGraw, A. B.: Arch. Henry Ford 412 43 ~ All but 6 cases, small Ss 
Surg. 55:292, 1947 group of surgeons 7 
Taylor, G. W.: Am. J. Massachusetts = 52 _ Carefully selected cases F 
Roentgenol. 62:341, 1949 General 
Harrington, S. W.: Mayo 7,325 51.2 34.6 Any lesion freely mov- 
J.A.M.A. 148:1007, 1952 able from thoracic wall 
Lewison, E. F., and others: Johns Hopkins 255 (204 44.1 _ Operability depending 
J.A.M.A. 153:905, 1953 operable) on the physician’s y 
judgment 
Haagensen, C. D., and Presbyterian 495 48.7 _ Carefully selected cases, i 
Stout, A. P.: Ann. Surg. with own criteria of 
134:151, 1951 operability 
Edward, M. L.: J.Am.M. New York 174 operated 46.55 17.82 All cases without dis- 7 
Women’s A. 13:259,1958 — Infirmary upon before tant metastases, 8 a 
1949 


in the unclassified carcinoma group. The his- 
tological type, according to these figures, does 
affect the prognosis. For the percentages of 
survival according to type of tumor, see table 
IV. 

Involvement of nodes has always been con- 
sidered of paramount importance. Of 174 pa- 
tients operated upon before 1949, 99 had 
positive nodes and 75 negative nodes. In our 


TABLE 


series of 81 who survived five years and over, 
42 showed positive nodes and 39 had clear 
nodes. Of the 31 who lived more than 10 
years, 14 had positive nodes and 17 clear 
nodes at the time of operation. One gets the 
impression from reviewing the records of 
those who lived 10 years or longer, and of 
those who lived 5 to 10 years, that involve- 
ment of the nodes is not the most important 


IV 


Survival Rates in 174 Patients According to Type of Tumor 


10 Year Survivors _ 


5 Year Survivors 

Type No. of Pr. No. % No. % 

Comedocarcinoma 15 7 46.67 4 26.67 
Duct carcinoma 95 44 46.32 13 13.68 
Fibrocarcinoma 26 12 46.15 4+ 15.38 
Carcinoma simplex 7 + 57.14 2 28.57 
Medullary cancer 5 2 40.00 1 20.00 
Muciod carcinoma 1 1 100.00 1 100.00 
Sweat gland carcinoma 5 1 20.00 1 20.00 
Scirrhous carcinoma 1 1 100.00 0 .00 
Alveolar carcinoma and adenocarcinoma 1 0 .00 0 .00 
Cystosarcoma phylloides 1 1 100.00 0 .00 
Adenocarcinoma 6 1 16.67 1 16.67 
Unclassified 11 7 63.64 4 36.36 
Total 174 81 46.55 31 17.82 
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TABLE V 
Ten Year Survivors in the Forty to Fifty Year Age Group 
Case No. Type of Tumor Status of Nodes bb Survival Data 
Carcinoma simplex Metastases to nodes 1/16/26 Alive and well in 7/52 
2 Medullary cancer No nodes involved 11/ 3/32 Lived 11 yr. 11 mo. (died in 
1944) 
3 Duct carcinoma Extensive involvement 5/28/32 Lived 10 yr. 3 mo. (died 10/ 
of nodes 19/42) 
Duct carcinoma No metastases 7/12/34 Alive and well in 1947 
5 Adenocarcinoma No metastases 10/24/36 No evidence of disease on 4/ 
29/53 
6 Comedocarcinoma Metastases to nodes 3/19/37 No evidence of disease on 11/ 
9/51 
7 “Carcinoma diffuse” No metastases 6/25/37 Alive and well in 1952 
® Duct carcinoma No metastases 1/ 4/38 Alive and well in 1953 
9 Duct carcinoma No nodes involved 1/ 5/39 Alive and well in 1952 
10 Duct carcinoma Metastases to nodes 8/17/38 Alive and well on 2/29/52 
11 “Small amount resi- Metastases 6/23/39 Alive and well on 6/19/52 
dual disease” 
12 Duct carcinoma No metastases 1/20/40 No evidence of disease in 5/51 
13 Duct carcinoma No metastases 5/24/51 No evidence of disease in 3/53 
14 Duct carcinoma Bulky metastases 11/ 3/41 No evidence of diseases on 9/ 


feature in survival. Of further interest along 
these lines are the records of those who lived 
10 years or more, for example, in the 40 to 50 
year age group (table V). 


DESCRIPTION OF OPERATION 


The procedure practiced at the New York 
Infirmary from 1926 through 1953 was, with 
a few modifications, the operation described 
by Willy Myer in the Journal of the Ameri- 
can Medical Association of July 20, 1905. The 
principal modification was the incision, which 
was made vertically from a point slightly be- 
low and to the inner side of the coracoid 
process downward as far as the breast, ellip- 
tically around the breast, and vertically down- 
ward to a point below the costal margin. The 
second modification was that the clavicular 
portion of the pectoralis major and the costo- 
coracoid membrane were always 
removed. 

This incision gives access to the top of the 
axilla and allows every shred of fat to be re- 
moved from the axilla. In leaving the costo- 
coracoid membrane and the clavicular portion 
of the pectoralis major intact, the thoraco- 
acromial artery is less liable to injury and 
resulting hemorrhage. 

The operation in most cases required up- 
wards of four hours and was a meticulous dis- 
section done with great care. The vertical 
incision has proved successful through the 
vears. It can be made in almost all cases and 
only occasionally is any other incision neces- 


sary. The resulting scar is roughly midclavi- 
cular and more or less straight. From the 
point of view of the patient, this is important 
with regard to comfort. The procedure is not 
mutilating, allows perfect freedom of motion 
of the arm, and no contracture of the scar 
occurs. 

Any success we have had has been due, I 
believe, to the incision, to the dissecting of the 
axilla first, to the and clearing out of every 
shred of fat from the axilla. Of these points, 
the last is the most important. The Willy 
Myer technique allows the most difficult part 
of the operation to be done while the surgeon 
is fresh, which is a great advantage. 

It should be added that all patients received 
postoperative roentgen-ray therapy. 


SUMMARY AND CONCLUSIONS 


1. In 253 cases of carcinoma of the breast, 
pain was the second most frequent symptom, 
this is contrary to the usual opinion. 

2. In the cases reviewed by the author, the 
type of tumor affected the prognosis, where- 
as involvement of nodes did not appear to be 
the most important feature in survival. 

3. The Willy Mver operation, somewhat 
modified, was used. The most important pro- 
cedure in this operation is the clearing out of 
every shred of fat from the axilla. 

4. Survival statistics on 174 patients oper- 
ated upon before 1949 show that 81, or 46.55 
per cent, lived more than 5 years and that 31, 
or 17.82 per cent, lived more than 10 years. 
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CASE REPORT 


Case Histories of Two Patients 
with Toxic Symptoms of Drug Reaction 


A. Parks McCombs, M.D. 
Presented by the Department of Medicine of the New York Infirmary 


Even IN THE pDAyYs before the “wonder 
drugs” we were taught to be alert for unto- 
ward reactions of the few individuals sensitive 
to drugs that were a specific blessing for the 
majority of patients. Today, with the seem- 
ingly unlimited number of new drugs available 
to all of us, we must be even more alert to the 
danger signal flashing on almost every pre- 
scription we write. We cannot afford to be 
lulled into a state of satisfaction with the good 
results, for overnight this can be changed into 
a nightmare. Nor can we afford not to use 
the drugs where indicated because a few in- 
dividuals present us with tragedies. 

Two patients, each suffering from reaction 
to a drug prescribed by a physician, were on 
the medical service of the New York Infirm- 
ary at the same time. The drugs were phenyl- 
butazone (Butazolidin) and chlorpromazine 
(Thorazine). Both patients were very ill and 
both were victims of drugs that have helped 
so many. They were alike in that neither of 
them had preadmission laboratory work done 
to establish normal values. These would have 
helped us to evaluate the presenting reactions. 
The patients differed in that one had taken the 


Dr. McCombs is Director of the De- 
partment of Medicine, New York In- 
firmary; Assistant Professor of Medicine, 
Cornell University Medical College; and 
Associate Physician, New York Hospital. 
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medication without any supervision after the 
initial visit to the physician, while the other 
had been in a sanatorium and was continued 
on phenylbutazone therapy after the symp- 
toms developed. 

In all fairness we have asked ourselves what 
would have happened had the former woman 
remained under supervision and had frequent 
examinations of the blood and urine. Would 
her condition have been detected earlier than 
at the sudden onset of the symptoms six days 
before admission, or would she have been per- 
mitted to continue on therapy with the drug 
for this length of time? We do not know how 
long the severe destruction of the white blood 
cells had been progressing so we cannot an- 
swer the questions. In the second case it seems 
unwise to have continued chlorpromazine 
therapy in a patient who presented toxic 
svmptoms characteristic of those produced by 
this drug, even though the dosage was re- 
duced. Since her reactions came on early in 
the course of therapy, we believe that use of 
the drug should have been discontinued. 

These 2 cases and the accumulated data are 
presented with the hope that they will con- 
tribute to the knowledge of these drugs. 


REPORT OF CASES 


Case 1. An 80 year old Finnish woman was ad- 
mitted to the hospital on March 29, 1955, because of 


fever, restlessness, polyuria, hematuria, and areas of : 


discoloration of the skin and mucous membranes. As 
she spoke little English, the history was obtained 
through her daughter. The past history of the patient 
and family history were noncontributory. 

History. The patient had been well except for one 
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attack of “rheumatism” of the hands and wrists in 
1920, which had cleared completely. Nine months 
before the present admission, her physician had given 
her phenylbutazone for severe pains in her shoulders, 
wrists, and hands. As this was effective in the control 
of the pain, she continued to take the medication, 
off and on, until the time of admission. Neither a 
blood count nor a urine examination was done at 
any time during the course of the therapy, nor did 
she return to the physician after the initial visit. 
There was no change in her apparent good health 
until six days before admission when she developed 
a sore throat; she treated this effectively with local 
measures for three days. She then developed the 
symptoms of which she complained on admission and 
called a neighborhood physician who discontinued 
all medication and placed her on antibiotic therapy 
for three days. Because she did not improve he had 
her admitted to the New York Infirmary. 

Physical Examination. This elderly woman did not 
appear acutely ill. She could lie flat or move about 
at will. As she talked and laughed with her family 
there was no sign of discomfort or respiratory 
embarrassment. 

In addition to the very marked pallor of both the 
skin and mucous membranes, all over the body were 
scattered multiple areas of ecchymosis and hemor- 
rhagic blebs varying from the size of a pin point to 
3 the size of the hand. In areas of pressure and trauma 
they were especially marked. Some of the buccal and 
vaginal membrane lesions were crusted with blood 
or oozed a bloody serum. The uvula looked ready 
to slough off. The tongue had a dirty brown coating. 

The heart was enlarged to the right and the left, 
the rate was rapid (120 per minute) and _ totally 
irregular, and there was a variable pulse deficit. A 
loud systolic murmur was heard over the entire pre- 
cordium. The blood pressure was 112/70 mm. Hg. 
Basal rales were heard bilaterally. 

The abdomen was distended, and the liver was felt 
7 cm. below the costal margin. The spleen was not 
palpable. 

Laboratory and Roentgenographic Findings. For 
the pertinent laboratory and roentgenographic find- 
ings sce table I. 

On admission a roentgenogram of the chest showed 
that the heart was enlarged to the right and left. The 
parenchyma was clear excevt for haziness at both 
bases suggestive of fluid or infiltration. The electro- 
cardiogram showed auricular fibrillation. The blood 
count was as follows: hemoglobin, 8.6 Gm. ver 100 
cc.; erythrocytes, 2.01 million per cubic millimeter; 
and leukocytes, 950 per cubic millimeter, with 8 
lymphocytes and 1 monocyte. The platelet count was 
245.000 per cubic millimeter. 

l Course. First Week: The admission temperature, 
104.8 F, fell to 102 F and then fluctuated between 100 
and 101 F for the next two weeks. 

Medication included adequate digitalization and 
500 cc. of whole blood, which was given after the 
first of three infusions of 5 per cent glucose in dis- 
tilled water to which 40 units of ACTH had been 
added. The patient was placed in an oxygen tent 
on the second day and this was used, off and on, 
throughout the remainder of the course. The throat 
cultures revealed Candida albicans and on the third 
hospital day nystatin (Mycostatin) therapy was 
started, later being replaced by chlorquinaldol (Ster- 
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osan). On the fourth day the patient developed a 
severe thrombophlebitis of the left leg, which com- 
plicated her care, as the pressure of the wet dressings 
was sufficient to cause extensive hemorrhages into the 
skin. No anticoagulants were used. After the initial 
transfusion, the red blood cells and hemoglobin level 
increased slightly and the total white count rose from 
950 to 1,650 cells on the sixth day. The differential 
count rose from 8 lymphocytes on the entire slide 
to 23 on the eighth day. No cells of the myelocytic 
series were seen. The bone marrow smear taken on 
the second day showed an aplastic bone marrow with 
such a paucity of cells that only the remnants of one 
megakaryocyte and a few lymphocytes could be 
identified. 

During this first week the patient remained alert 
for the greater part of the time despite intervals of 
drowsiness and confusion. Because of the language 
difficulty we were dependent on the family to help 
in her care. She could be aroused and would talk 
without seeming to show any cardiac or respiratory 
embarrassment. 

The throat showed marked improvement by the 
end of the first week, although the lips were still 
crusted with bloody scabs. She occasionally had 
frankly bloody urine. 

Seconp AND Tuirp Weeks: The lesions of the mucous 
membranes of the mouth and the uvula cleared (Fig. 
1, Top), then disappeared and did not recur. The 
hemorrhages of the skin varied. As the initial ones 
cleared new ones appeared, especially in any area 
where there had been even the slightest pressure 
(Fig. 1, Bottom). The patient was able to take fluids 
and food by mouth in spite of the state of the mem- 


Fig. 1 (Top). Mouth lesions and sloughing of the 
uvula during third week. (Bottom). Extensive hema- 
tomas of legs, both old and new, from pressure (dur- 
ing third week). 
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TOXIC SYMPTOMS OF DRUG REACTION—MC COMBS 


TABLE I 
Laboratory Findings in Case 1 
___ Differentials, % 
RBC/ morpho- 
Vim. cytes cytes ophils Cu. Mm. = 
cytes 
:° 8.6 2.01 950 0 8 1 0 245,000 
2 8.9 2.62 1,000 0 23 | 0 210,000 
+ 10.4 3.71 1,500 1 23 - - _ 
6 8.8 3.07 1,650 13 11 1 - — 
7 8.7 2.51 1,650 20 1 - _ : 
8 8 0 2.51 1,250 23 
9 7.5 2.44 1,800 6 43 1 - — 
10 5.9 2.70 2,300 13 87 - - _ 
137 7.8 2.29 1,500 4 20 
14 69 2.47 1,750 38 60 1 1 - a 
15 2.36 1,650 40 5 
20 60 2.40 3,000 50 50 - 
23 5.7 1.73 3,100 68 2 7 
24 8.1 2.24 2,750 53 47 - - - z 
*On the first day additional blood findings were: bleeding time, 25 minutes; coagulation time (Lee-White), 3 a 
minutes and 20 seconds (first tube=3 minutes and 15 seconds, second tube=4 minutes, third tube=5 minutes - 
and 45 seconds); prothrombin time (Quick) 17 seconds (control, 15 seconds); red blood cell fragility test, ee 
0.40% sodium chloride initially (control, 0.38%) and 0.30% sodium chloride at completion (control, 0.30%); al- J 
bumin, 2.5 Gm./100 cc.; globulin, 3.2, Gm./100 cc.; urea nitrogen, 29.1 mg./100 cc.; and phosphorus, 5.7 mg./100 cc. 
Urine findings were as follows: color, yellow and cloudy; specific gravity, 1.014; pH, 4.5; albumin, 4+; sugar, 
none; casts, 100+-; erythrocytes, rare; and leukocytes, few. Blood cultures were negative, but throat cultures 
showed Candida albicans. 
*On the thirteenth day additional blood findings were: sodium, 156 mEq./L., and potassium, 4.4 mEq./L. : 


branes. It was interesting to observe her cheerful 
disposition, alert mental state, co-operation, and 
willingness to help herself in every way possible. 

We attempted to give small transfusions on the 

eighth and ninth days, but these had to be discon- 
tinued because of the fragility of her veins and 
marked hemorrhages in the skin. The blood counts 
at this time indicated that she was holding her own 
and making slow progress with the total white blood 
cell counts. Cortisone therapy was discontinued in 
favor of ACTH, 40 units daily. On April 20 the 
dose was reduced to 20 units. 
FourtH Week: At the end of the third and the start 
of the fourth week the patient became lethargic. 
Temperature ranged between 101 and 102 F. She 
found it difficult to eat and take fluids. Transfusions 
and fluids intravenously were again attempted, but 
these were extremely difficult procedures as the veins 
could not stand the pressure. The heart rate became 
very rapid, and there was electrocardiographic evi- 
dence of ventricular tachycardia. Treatment with 
quinidine was unsuccessful in converting the rhythm. 
She deteriorated rapidly and died on the twenty-sixth 
hosvital day. 

Autopsy Findings. Autopsy was performed 21 
hours post mortem. Significant gross findings were: 
(1) diffuse hemorrhages ranging from petechiae to 
hematomas in the skin, mucous membranes, and sub- 
cutaneous tissues; (2) ecchymoses and hemorrhages 
in the right parotid gland, epicardium, stomach, kid- 
neys, bladder, and endometrium; (3) tarry intestinal 
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contents; (4+) moderate coronary sclerosis and myo- 
cardial fibrosis; (5) pulmonary cdema and terminal 
lobular sncumonia; (6) dark red svleen of nerinal 
size and mushy consistency; and (7) pale bone mar- 
row. Microscopically there was extramedullary hema- 
topoiesis in the soleen. The bone marrow showed 
extensive fatty replacement and marked depression 
of both red and white blood cell series. Immature 
cells were present. Final anatomic diagnosis included: 
aplastic anemia due to phenylbutazone therapy, multi- 
ple hemorrhages in skin and viscera, and terminal 
pneumonia. 


Discussion and Summary. The ward diag- 
nosis on this patient was aplastic anemia and 
agranulocytosis secondary to a reaction to 
phenylbutazone, which she had taken inter- 
mittently but in large amounts over a_nine 
month period. We were never able to estab- 
lish the exact amount of the drug taken, nor 
whether she had taken any other drug or been 
exposed to any chemical. We were unable to 
compare the hospital blood findings with any 
premedication levels. Since there was .an 
abrupt onset of symptoms, the consensus of 
the staff and the consultants who saw her 
was that the severe marrow depression had not 
been present for a long period. The course of 
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the acute illness was characteristic in that her 
general state of well-being did not reflect the 
seriousness of her condition and that there was 
even a slight improvement, which was main- 
tained for several weeks before the rapid term- 
inal deterioration, 


Case 2. A 32 year old white woman was admitted 
on March 9, 1955, after one month of experiencing 
jaundice, loss of appetite, nausea, and vomiting. The 
past history of the patient and family history were 
noncontributory. 

History. Six months before the onset of symptoms 
the patient's husband had deserted her, leaving her 
with the entire responsibility and care of four children 
ranging in age from 4 to 12 years. Because of this 
and other emotional and financial problems she had 
become increasingly depressed, had eaten little, and 
had increased her beer drinking markedly. She denied 
other alcohol or drug intake. She had not felt well 
physically, although she had no specific complaint. 
At the end of January, 1955, she was admitted to a 
private mental hosvital, and on Feb. 4 she was started 
on therapy with 200 mg. of chlorpromazine per day. 
The story that we obtained from her was that during 
the first week of therapy with this medication she 
had developed nausea, vomiting, anorexia, and in- 
creasing malaise. The urine became dark and the 
stools lighter in color. As a fever developed she was 
given “sulfa pills” and insulin injections to stimulate 
her appetite. On Feb. 10 she noted that her skin 
looked yellow and that the dosage of chlorpromazine 
was reduced. There was a marked increase in the 
severity of the symptoms and her temperature rose 
to 104 F. She lost 15 Ib. during this time. She refused 
further drug therapy and signed herself out of the 
hospital on Feb. 23. In spite of written and tele- 
phoned requests, we were unable to get a report from 
this institution until April. When the report came it 
substantiated her story, giving the date of Feb. 12 
as the onset of the higher range of temperature, and 
Feb. 15 as the day therapy with chlorpromazine was 
discontinued. No laboratory work had been done 
either before the administration of the drugs or after 
the onset of the symptoms. After she returned home 
her symptoms became more severe and she developed 
marked itching, diarrhea, and abdominal cramps. 

Physicial Examination. The admission examination 
revealed a slender, dehydrated, deeply jaundiced, and 
acutely ill young woman. The temperature was 99 F; 
pulse, 80 per minute; respiration, 20 per minute; and 
blood pressure, 118/80 mm. Hg. The dry and darkly 
pigmented skin showed many scratch marks. Mucous 
membranes and sclera were stained deep yellow, and 
the tongue was dry and brown. The chest revealed 
no abnormal findings. The abdomen was soft and not 
distended. Neither the spleen nor the liver was 
palpable. 

Laboratory and Roentgenographic Findings. The 
dark urine was positive for bile. For results of other 
tests see table II. 

Roentgenography of the abdomen showed the liver 
edge just below the rib margin. The gall bladder did 
not visualize on the cholecystogram taken on March 
18 and no visible stones were shown. 

Course. The temperature and pulse rate remained 
unremarkable. For the first three weeks the persistent 


anorexia, nausea, and occasional vomiting interfered 
with the intake of food, and we were forced to use 
fluids and vitamins intravenously to supplement the 
small intake that the patient could tolerate. The 
jaundice remained intense and the skin showed a 
greenish tinge. At times the pruritus was severe and 
not uncontrolled by diphenhydramine (Benadry]). In 
spite of her discouragement over the prolonged dura- 
tion of the symptoms, the patient made every effort 
to co-operate and to accept her long stay in bed. On 
March 14 the tip of the spleen and the liver edge 
became palpable for the first time. They never were 
very large or tender after the first 24 hours. 

As her condition was not materially improved, and 
as the jaundice had not lessened, a liver biopsy was 
done. This was reported as characteristic of the pa- 
thology described for hepatic damage from chlor- 
promazine. She was started on 25 mg. of cortisone 
four times daily on April 3. This was continued until 
April 25 when the dose was decreased to three 
times a day. On April 30 the dose was reduced to 
a twice daily schedule, and on May 10 cortisone 
therapy was discontinued. By the end of the first 
week of therapy with cortisone the first real improve- 
ment in her general condition was evident. Her appe- 
tite returned, the jaundice began to fade, the pruritus 
diminished, and her morale soared. The laboratory 
tests reflected the clinical improvement. Serum bili- 
rubin level dropped from the high point of 11.4 mg. 
per 100 cc. on March 29 to 9.8 on April 8, and to 3.3 
on May 2. The amount of alkaline phosphatase, cho- 
lesterol, and cholesterol esters remained elevated. The 
highest cholesterol readings, recorded on May 4, were 
664 and 360 mg. per 100 cc. The patient was dis- 
charged on May 20 with normal color, a sense of 
well-being, and without evidence of depression. The 
spleen and liver edge were still palpable but not 
tender. 

Subsequent Course. This patient was followed in 
the medical clinic until August, 1956. Cholecystog- 
raphy in August, 1955, failed to reveal stones or 
disturbance of function. The return to the home was 
not an easy one as all the emotional and financial 
problems still were present. She received financial aid 
from city agencies. Some of the children were placed 
in school and she had regular visits with the medical 
department, the psychiatric social worker, and the 
psychiatry department. She was given dextro amphe- 
tamine sulfate (Dexedrine) and a supplementary diet 
allowance. In August she was seeking employment 
and hoping to be able to support herself and the 
children. 


Discussion and Summary. On admission we 
were hampered by inadequate data because 
we had only the patient’s story of medica- 
tions received, alcoholic habits, and intake of 
drugs. Any drug might have been taken by a 
depressed patient who was sufficiently dis- 
turbed to be admitted to an institution for 
psychiatric care. However, accepting her story 
as true, we felt there was a very close rela- 
tionship to the intake of a known toxic drug 
and the development of symptoms character- 
istic of the course that patients sensitive to 
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TOXIC SYMPTOMS OF DRUG REACTION—MC COMBS 


TABLE II 


Laboratory Findings in Case 2 


Alkaline 

Phos- Biliru- Thymol Ceph.-Chol, 
Date, P.,Mg./ phatase, bin, Mg./ Turbi- Flocculation, 

1955-1956 100 Cc. Bod. U. 100 Cc. dity, U. 24 and 48 Hr. 


Alb. / Blood Count 


Total Chol. Es- Protein, Glob., Hg., RBC/Cu, WBC/ Chole- 
Chol., Mg./ ters, Mg./ Gm./ Gm./ Gm./ Mm. (In Cu. cystography 
100 Ce. 100 Ce. 100 Ce. 100 Ce, 100 Ce. Millions) Mm. 


Norms (2.5-4)  (1.5-5) (0.5-1.5) (1.5) 


(180-240) (120-160) (6.5-7.8) (4.5/2) 


March* 19 3.9 5.4 7.1 2.7 1+ and 2+ 
16 5; 2.8 28 — 
29 ~ _ 11.4 — 1+ and 2+ 
9 4.3 74 3.0 
June 16 1.4 - 
Sept. 9 9.8 1.3 - = 
Nov. 1 47 13.8 0.8 
March) 3 3.7 5.1 - 


370 218 66 37/29 


66+ 360 7.1 3.5/3.6 — 
620 355 — Poor 
637 425 _ — 10.7 3.99 6.650 function 
409 280 13.1 — 4,890 


*In March additional findings were: on the tenth—blood sugar, 106 mg./100 cc., and prothrombin time 
(Quick), 14 seconds (control, 13 seconds); on the fourteenth—urine positive for bile; and on. the twenty-third— 


transaminase (aminopherase), 100 units a minute. 


+On May 23 bromsulphalein excretion was 57% after 5 minutes and 18% after 45 minutes. 


this drug follow, although there were unusual 
features. The majority of patients clear 
promptly once the use of the drug is discon- 
tinued, and the course of the jaundice and ill- 
ness is apt to be mild. However, this woman 
had continued the medication for at least a 
week after the symptoms became marked 
and, in addition, also had received one of the 
sulfonamides. We knew that she had been 
drinking a large amount of beer for six 
months and we suspected that she was drink- 
ing whiskey although she denied it. 

Our working diagnosis was an obstructive 
type of jaundice from chlorpromazine. We 
felt that the severity of her course and varia- 
tions in her chemistries came either from pro- 
longed exposure to the drug after the first 
symptoms developed or possibly from damage 
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superimposed on pre-existing hepatic disease. 
The liver biopsy failed to reveal any underly- 
ing pathology other than the intralobular bili- 
ary stasis described as characteristic in chlor- 
promazine poisoning. When both her persist- 
ent severe illness and the abnormal chemistries 
were at a peak in the eighth or ninth week, 
she was started on cortisone therapy. Within 
one week the change in the clinical picture 
was marked, and she progressed rapidly 
toward normal. The improvements were re- 
flected in the return of the laboratory findings 
to normal. It is not unusual for the cholesterol 
and alkaline phosphatase to remain high for 
some time after the patient is considered clin- 
ically normal. This patient was discharged on 
the seventy-second day, approximately 15 
weeks after her first dose of chlorpormazine. 
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CASE REPORT 


Actinomycosis of Cervix 


Frances L. H. Bogatko, M.D., F.A.CS. 


ALTHOUGH ACTINOMYCOSIS HAS always been 
considered a rather rare occurrence in the 
abdomen and pelvis, the recorded statistics of 
the past five years show either a definitely 
increasing incidence or a more effective rec- 
ognition of the disease. Although many strains 
of this fungous infection are highly sensitive 
to antimicrobial agents, this disease presents 
difficult therapeutic problems and still causes 
a rather high mortality and morbidity. A re- 
cent report from Johns Hopkins Hospital con- 
tained a survey of 37 patients collected during 
a period of 25 years. The impression that the 
disease occurs more frequently in the head 
and neck is erroneous. A survey of published 
reports by surgeons, internists, and patholo- 
gists gives ample evidence that about 63 per 
cent of the cases involve the abdomen, where- 
as only 24 to 37 per cent involve the head and 
neck. The gross pathology, except in very 
early cases, is the same; namely, extensive 
spread of induration and avascularity in the 
region of active growth, with numerous ul- 
cers, adhesions, and sinus tracts. 

In a review of 27 recorded studies of statis- 
tics only one article mentioned occurrence of 
this disease in the cervix. It is quite rare in 
the corpus uteri and usually results from 


Dr. Bogatko is Attending Surgeon at 
the New York Infirmary and Director 
of the Strang Cancer Prevention Clinic. 


spread from the ovaries or pelvic colon. I be- 
lieve it would be of interest, therefore, to re- 
port a case of actinomycosis of the cervix. 


REPORT OF A CASE 


On Jan. 7, 1955, a 48 year old married woman 
came to the Strang Cancer Detection Clinic for rou- 
tine examination. Her only symptoms were occasional 
vague “gas pains and heartburn” following ingestion 
of fatty foods. Chest roentgenography, blood count, 
urinalysis, Mazzini test, and cytological smears of 
the vagina and cervix showed no evidence of disease. 
Physical examination showed no abnormalities ex- 
cept chronic cystic mastitis, a slightly enlarged, 
fibrotic uterus, and what appeared to be acute cystic 
cervicitis. A biopsy of the cervix was reported as 
showing actinomycosis. The patient had no history 
of pelvic disease or operations. Proctosigmoidoscopy, 
barium enema, and cholecystography were reported 
negative for evidence of disease. A culture was taken 
from the cervix eight days after the biopsy but was 
negative for growth for four weeks. This may have 
been due to the fact that her private physician, two 
days after he had received a report of her findings, 
cauterized the cervix and administered penicillin 
therapy. 

Two months later, after three follow-up letters, the 
patient returned for repeat culture and biopsy but 
started to menstruate. Since it was considered best to 
take cultures in the intermenstrual phase this was 
deferred for 12 days. Both biopsy and culture were 
reported negative, although many pus cells and gram- 
positive rods were present. No sulfur granules were 
observed. There was nothing in the occupation of 
the patient or her husband to associate with the 
disease. 


All reports state that this fungus is very fre- 
quent in the oral cavity and tonsils after 
thousands of examinations have been made on 
supposedly healthy individuals. 
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CASE REPORT 


Lobar Emphysema 


Fstelle R. DeVito, M.D. 


LoBAaR EMPHYSEMA, described frequently in 
recent literature as an acute respiratory emer- 
gency in infants, has been recognized as an 
entity much less frequently in children and 
adults. The following case report is of a pre- 
adolescent girl who demonstrated lobar 
emphysema concurrently with pulmonary 
tuberculosis and mucoid impaction of the 
bronchi. 


CASE REPORT 


An 11% year old Puerto Rican girl was admitted 
to the New York Infirmary on April 30, 1956, with 
a referral note from her school physician claiming 
that the child was malnourished. There was also a 
letter dated April 2, 1956, from Puerto Rico stating 
that the child should be hospitalized for diagnostic 
studies since chest roentgenography on Jan. 20, 1956, 
showed localized emphysema in the region of the 
right upper lobe. 

History revealed cough, slight fever, and anorexia 
of five months’ duration. She was known to have 
had repeated asthmatic attacks since the age of 1 
year. On one occasion, at the age of 7, she was 
hosvitalized in Puerto Rico for diarrhea, vomiting, 
and fever and had received a blood transfusion. Her 
history also included measles, mumps, and chicken 
pox. There was no history of pertussis. The family 
history was noncontributory except that the mother 
also had asthma. 

Physical examination revealed a markedly under- 
developed and undernourished girl weighing 50.5 lb. 


Dr. DeVito is Associate Attending 
Physician, New York Infirmary; Assist- 
ant Professor of Pediatrics, New York 
University—Bellevue Medical Center; 
and Assistant Attending, Bellevue and 
University hospitals. 
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and having mild scoliosis. She was afebrile and in no 
acute distress. The only positive findings were de- 
creased breath sounds in the right upper lobe area 
and diffuse wheezes and rhonchi. Chest roentgeno- 
grams taken on admission (Fig. 1) showed emphy- 
sema of the right upper lobe, a nodular density in 
the right mid-lung field, and small areas of calcifica- 
tion in the right lower lobe and hilum. Laboratory 
results revealed a normal hemogram except for 
eosinophilia (7 per cent), a negative urinalysis, and a 
positive Vollmer patch test. Repeated gastric washings 
yielded no growth of tubercle bacilli. Tomograms 
confirmed the presence of emphysema in the right 
upper lobe, with herniation over to the left side of 
the chest. A pyelogram taken intravenously revealed 
a 4 mm. calcification in the left superior major caly- 
ceal group. The patient’s course in the hospital was 
uneventful except for two febrile episodes due to 
intercurrent infection. Because the nodular density 
on the roentgenogram was thought to represent a 
reinfection type of tuberculous lesion, she was started 
on therapy with isoniazid (INH) and _ amino- 
salicylic acid (PAS) on May 18, 1956; use of these 
drugs was continued until and after discharge on 
Oct. 16, 1956, but was interrupted in March, 1957. 

The patient was seen in the New York Infirmary 
clinic on two occasions in January and April, 1957, 
but subsequently was followed in the Chest Clinic of 
the Children’s Medical Service at Bellevue Hospital. 
During the follow-up period at the clinic she was 
asymptomatic; a Mantoux test (1:1,000) done during 
this period was markedly positive. 

On Aug. 1, 1957, she was admitted to Bellevue 
Hospital for further diagnostic investigation. She had 
had an epistaxis five days before admission. Physical 
examination was essentially normal except for scoli- 
osis. The lungs were clear to percussion and auscul- 
tation. Her weight at this time was 68 lb. A hemo- 
gram and repeated urinalyses were within normal 
limits. Gastric and urine cultures repeatedly failed 
to yield tubercle bacilli. Chest roentgenograms re- 
vealed the same findings described previously and 
seen in figure 1. 

Bronchoscopy showed the right main bronchus. to 
be normal. The right upper lobe bronchus and all 
three segmental orifices were found patent and clear. 
The right middle lobe and right lower lobe bronchi 
were patent. A small amount of mucopus in the right 
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Fig. 1. Chest roentgenograms, taken on admission, showing emphysema of the right upper lobe, a nodular 
density in the right mid-lung field, and small areas of calcification in the right lower lobe and hilum. 


lower lobe bronchus was seen. Bronchograms (Fig. 
2) revealed filling only of the most proximal portions 
of the right upper lobe segmental bronchi. The right 
middle lobe was depressed and compressed by the 
right upper lobe. 

Functional studies (see table I) on Aug. 19, 1957, 
indicated that the patient had a slight reduction in 
vital capacity and a moderate increase in residual 
volume and in nitrogen after breathing oxygen for 
seven minutes with normal arterial oxygen saturation 


Fig. 2. Bronchogram revealing filling only of the 
most proximal portions of the right upper lobe seg- 
mental bronchi. The right middle lobe is depressed 
and compressed by the right upper lobe. 


and carbon dioxide pressure (pCO.). Results indi- 
cated that she did not have generalized emphysema 
but bullous emphysema of the right upper lobe, 
which was not in wide communication with the 
bronchus. 

Because of the persistence of lobar emphysema of 
undetermined cause, with herniation into the medi- 
astinum, compression of the right middle lobe, and 
a discrete nodular density probably of tuberculous 


TABLE I 
Results of Functional Studies Preoperatively and 
Postoperatively 
Norms Pre- Post- 
Pre- opera-  opera- 
dicted tively tively 
Tests for Age (8/19/57) (11/18/57) 
Vital capacity, L. 2.3 1.90 1.60 
Residual volume, L. 0.6 0.95 0.73 
Total lung capacity, L. 2.9 2.85 2.33 
Nitrogen (N:) index — 2.70 1.10 
Residual volume/total 
lung capacity, % 20 35 23 
Maximum breathing 
capacity, L./min. 75 50 60 
Maximum breathing 
capacity after 
bronchodilatation, 
L./min. _ 57 70 
O, saturation of arterial 
blood, % 96 
CO, pressure 
of arterial 
blood, mm. Hg _ 35 
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etiology, a lobectomy seemed indicated. Functional 
studies also implied that the procedure would be 
beneficial. 

Right upper lobe lobectomy was performed on 
Sept. 30, 1957. At operation the right upper lobe was 
markedly overdistended and pale yellow in color, 
as compared to the middle and lower lobes, which 
were pink. it occupied two thirds of the right side 
of the chest and herniated across the mid-line toward 
the left side of the chest. The middle lobe was 
partially atelectatic. The entire right upper lobe was 
noncompressible while the middle and lower lobes 
ventilated well. The bronchus did not feel unusually 
flaccid. There was dense fibrous tissue about the main 
stem bronchus to the right upper lobe, resulting in 
stenosis of the lumen. Several lymph nodes measuring 
up to 1 cm. in diameter in this area did not appear to 
compress the lumen of the right upper lobe bronchus 
or to impinge upon it. Gelatinous mucoid material was 
encountered in the right upper lobe near the minor 
fissure. 

Pathology Report. Segments of the right upper lobe 
measured after injection and formalin fixation: 15 cm. 
anterior-basal, 8 cm. anterior-posterior, and 3 cm. 
medial-lateral. The pleural surface was smooth and 
glistening and the parenchyma was hypercrepitant. 
There was a supernumerary fissure isolating the 
posterior segment. The cut surface revealed a very 
fluffy parenchyma with a small alveolar pattern. The 
anterior segmental bronchus was markedly dilated, 
measuring 1.5 cm. in circumference just proximal to 
the bifurcation. The mucosal surface had a ductlike 
appearance with an “orange peel” effect in areas. The 
bronchi of the posterior segment were extremely 
dilated and thin-walled and were plugged with an 
opalescent inspissated gelatinous gray substance. The 
parenchyma throughout was emphysematous and 
showed no evidence of tuberculosis. A hilar node at 
the level of the origin of the apical segmental 
bronchus was slightly enlarged to 0.8 x 0.6 cm. and 
on cut surface was tannish gray. Sections “A” were 
from the anterior segmental bronchus and lung pa- 
renchyma. Sections “B” were from the posterior seg- 
mental bronchus, hilar node, and parenchyma of the 
apical segment. 

Sections “A” demonstrated ectatic bronchi with a 
moderate increase in peribronchial connective tissue 
and a mild degree of dilatation of alveolar air spaces. 
There was minimal thickening of the bronchial ar- 
teries. The small bronchi within the parenchyma of 
the lung were dilated and the lumina were filled 
with eosinophilic homogenous material containing a 
few macrophages. A mild peribronchial lymphocytic 
infiltrate was evident. Some peribronchial air svaces 
contained similar accumulations. Sections “B”  re- 
vealed, as previously described, ectatic bronchi and 
peribronchial fibrosis. In some bronchi cartilage was 
immature, and, in the wall of one, calcification and 
bone formation were evident. The apical segment of 
the parenchyma of the lung showed dilatation of the 
alveolar air spaces and mucus filling the lumen of 
bronchioles and bronchi. A hilar lymph node showed 
normal architecture. 

Diagnosis and Postoperative Results. Emphysema, 
bronchiectasis, and mucoid impaction of the bronchi 
were revealed, but tuberculosis was not seen in this 
specimen. The pathologist suggested that the bronchi- 
ectasis was probably secondary to an_ obstructed 
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bronchus. The obstruction of the bronchus, in turn, 
was possibly due to a tuberculous node, although this 
was not demonstrated in the specimen. 

The child’s postoperative recovery was uneventful 
and she was discharged from the hospital on Nov. 
4, 1957. INH and PAS therapy, restarted just before 
operation, was continued. A roentgenogram post- 
operatively (Fig. 3) showed the right middle lobe 
and lower lobe completely expanded to fill the right 
hemithorax. 


Fig. 3. Roentgenogram postoperatively showing the 
right middle lobe and lower lobe completely ex- 
panded to fill the right hemithorax. 


DISCUSSION 

Differential Diagnosis. Whenever one en- 
counters a patient with a chest roentgenogram 
similar to the one presented in this report, 
the first diagnosis to be ruled out is congenital 
or acquired cysts of the lung. In a patient 
with a cyst there are no lung markings in 
the involved area, in contrast to the fine 
trabeculations seen in emphysema.’ Cysts do 
not herniate through the anterior mediastinum 
and are usually ovoid in shape. Lobar em- 
physema is confined almost exclusively to the 
upper and middle lobes rather than to the 
lower lobes, where cysts are frequently found. 

Etiology. Because of parenchymal and nodal 
calcification associated with a positive Man- 
toux test we know our patient had healed 
primary tuberculosis. It has been demonstrated 
by a few workers in this field * * that there is 
frequent inflammatory involvement of the 
bronchial mucosa in primary tuberculosis, 
which is seen on bronchoscopy. In some cases 
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endobronchial granulations occur, and these 
can cause either obstructive atelectasis or ob- 
structive emphysema. At the time of operation 
our patient showed thickening and scarring 
of the right main bronchus indicative of pre- 
vious endobronchial disease. 

The discrete nodular density seen on the 
chest roentgenogram, and thought to repre- 
sent an adult type of tuberculous lesion, was 
shown by the pathologist to be a dilated 
bronchus filled with inspissated mucoid ma- 
terial. Mucoid impaction of the bronchi * oc- 
curs not infrequently in asthmatic patients. 
This pathological lesion has most often been 
found in the right upper lobe and usually in 
patients with a history of repeated respiratory 
infection due, no doubt, to suppuration behind 
the bronchial obstruction. However, our pa- 
tient did not have a history of repeated respir- 
atory infections, nor did 3 of the patients in 
the series reported by Shaw and others.‘ 

Other causes of lobar emphysema were 
also considered in this case. Bronchial obstruc- 
tion due to a foreign body, tumor, congenital 
valves, or viscid secretion were eliminated as 
a cause by the bronchoscopist, who described 
a normal bronchial tree. Congenital emphy- 
sema of undetermined etiology was consid- 
ered a possibility, but the pathological find- 
ings in our case render this possibility 
untenable. 


Treatment. The treatment of choice prob- 
ably should be resection of the emphysematous 
lobe. Needle aspiration usually leads to a ten- 
sion pneumothorax, which is difficult to con- 
trol and which may cause death. The func- 
tional studies in this case, showing a decrease 
in the residual volume and increase in lung 
capacity after operation, also indicate that 
surgery was the best treatment. 
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Rheumatic Heart Disease in Pregnancy” 


Alice F. Montesa, M.D. 


PREGNANCY AUGMENTS THE BLOOD FLOW, and 
it has been estimated that the work of the 
heart increases steadily during pregnancy to a 
level of about 50 per cent above that in the 
nonpregnant state. It previously was thought 
that this maximum strain was at, or just prior 
to, full term, but recently it has been shown 
that maximum strain occurs toward the end 
of the ninth lunar month, at which time 
“lightening” takes place and following which 
there is much less strain on the heart and 
hence less failure in patients with cardiac dis- 
ease in the tenth lunar month. An important 
factor increasing the blood flow and the work 
of the heart in the pregnant state is the pla- 
cental circulation, the effects of which resem- 
ble those of an arteriovenous aneurysm. One 
other general observation of circulatory inter- 
est in pregnancy is that the enlarged uterus 
tends to obstruct the venous return to the 
heart and to cause stasis in the leg veins. 

Studies of pregnant women in this country 
have shown that about 4 per cent have heart 
symptoms or signs. Half of these have merely 
“functional” mitral systolic murmurs (prob- 
ably associated with slight functional cardiac 
dilatation of little or no importance) or neuro- 
circulatory asthenia; the other half, 2 per cent 
of all cases, have organic heart disease. 

Heart disease in pregnancy almost always 
means rheumatic heart disease. The latter is 
encountered in over 90 per cent of pregnant 


*This article was compiled from chapters in: 
Friedberg, C. K.: Diseases of the Heart, ed. 2, Phil- 
adelphia, W. B. Saunders Company, 1956, and Dill, 
L. V.: Modern Perinatal Care, New York, Appleton- 
Century-Crofts, Inc., 1957. 
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cardiac patients; congenital cardiovascular 
lesions occur in 1.5 to 5 per cent, whereas 
syphilitic, hypertensive, and other types of 
heart disease are observed only occasionally. 
Among the rheumatic cardiac cases, mitral 
stenosis alone, or in combination with aortic 
valvular disease, occurs in at least 75 per cent. 

As compared with the prolonged and in- 
creasing strain of pregnancy, that of labor is 
relatively well tolerated. Nevertheless, it does 
represent a strain comparable to that of mus- 
cular exercise. The oxygen consumption rises 
during labor. Slight tachycardia occurs during 
the actual delivery and bradycardia occurs 
post partum. Labor is associated with a mod- 
erate transient elevation in arterial blood pres- 
sure and a corresponding increase in the work 
of the heart. It has been noted that the blood 
volume, cardiac output, and work of the 
heart diminish significantly in the eight weeks 
before term, whereas the fetus continues to 
enlarge and the oxygen consumption, red 
blood cell mass, and total body water con- 
tinue to increase up to term. After labor there 
is a further reduction in blood volume and a 
considerable fall in body water associated 
with marked diuresis. A rise in venous pres- 
sure in the first 24 hours after delivery has 
been attributed to the effects of ergonovine 
maleate (Ergotrate).That the strain of normal 
labor is less than that of pregnancy is sup- 
ported by the infrequency of heart failure in 
the beginning of, during, or immediately after 
delivery. On the other hand, if heart failure is 
present when labor starts, there is a great risk 
of intensifying the myocardial insufficiency. 
This is particularly likely to occur in the first 
24 to 48 hours post partum. 


CARDIOVASCULAR MANIFESTATIONS DURIN 
PREGNANCY 


An evaluation of the cardiac status should 
take into account the frequency of cardiac 
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symptoms and signs in pregnant women even 
without heart disease. These may simulate the 
manifestations of organic heart disease and 
heart failure. 

Cardiac Symptoms and Signs. Dyspnea, at 
rest and on exertion, and orthopnea are com- 
mon complaints, especially in the latter half of 
pregnancy. The dyspnea may be due to in- 
creased respiratory effort to ventilate the de- 
flated lung in pregnancy. Often the dyspnea 
of pregnancy takes the form of sighing respir- 
ation or of inability to take a deep breath, a 
disturbance of psychic origin. In any event, 
neither exertional dyspnea nor orthopnea is to 
be regarded as certain evidence of heart failure 
without careful evaluation. 

Palpitation and tachycardia are frequent, 
with or without associated dyspnea. Respira- 
tory distress, choking sensations, and palpita- 
tion occurring at night may simulate an attack 
of paroxysmal nocturnal dyspnea; however, 
cough with frothy or blood-stained sputum 
and pulmonary rales are not noted. There may 
be transient basal rales due to compression of 
the lung by the elevated diaphragm, but these 
disappear after cough or after a few deep 
respirations. 

Edema of legs develops in about 25 per cent 
of pregnant women without cardiac disease, 
especially in the last two months of preg- 
nancy. The association of dyspnea and edema 
is likely to suggest the possibility of heart 
failure; however, the edema is a local phenom- 
enon confined to the lower extremities. It is 
due to compression of the iliac veins by the 
enlarged uterus and its contents. While an ex- 
tremely high venous pressure in the lower ex- 
tremities is probably the chief cause of the 
dependent edema, the enlarged circulating 
blood volume, a diminished concentration of 
blood proteins and of osmotic pressure, and 
local tissue changes may be contributory fac- 
tors. That the edema is not due to heart failure 
may be perceived from the absence of venous 
engorgement in the cervical veins and from 
the normal venous pressure in the upper half 
of the body. 

A systolic murmur is audible at some time 
during pregnancy in most women. Usually it 
is in the pulmonic or apical region. Diastolic 
murmurs should be considered as evidence of 
organic heart disease unless proved otherwise. 
A third heart sound is frequently audible and 
may simulate the gallop rhythm of heart fail- 
ure. The second pulmonic sound is often loud 
and may be accentuated and _ reduplicated, 


especially in the third trimester. A slight 
tachycardia is the rule, with the highest car- 
diac rate in the eighth month. Premature beats 
are not uncommon and may be associated 
with palpitation. 

The electrocardiogram usually shows a left 
axis deviation and an inversion of T, in the 
first two trimesters. These are due to the trans- 
verse position of the heart and resemble the 
findings in the electrocardiogram of an obese 
patient. A deep Q, as well as the inverted T, 
is encountered in a small percentage of cases 
and is probably due to the altered position of 
the heart. Vectorcardiographic changes in 
pregnancy are similarly related to positional 
changes. 

Diagnosis of Cardiac Disease in Pregnancy. 
The recognition of organic heart disease, when 
present, is essential for the proper manage- 
ment of the pregnant women. Due care must 
be taken not to mistake the aforementioned 
findings in pregnancy for cardiac disease. Rec- 
ognition of cardiac disease in pregnancy re- 
quires a careful physical, fluoroscopic, and 
electrocardiographic examination. A diastolic 
murmur and distinct cardiac enlargement are 
chief diagnostic features. Since the common 
heart disease of pregnancy is rheumatic heart 
disease, careful search should be made for evi- 
dence of mitral or aortic valvular disease. The 
crescendo presystolic murmur of mitral steno- 
sis may be overlooked unless the patient is ex- 
amined in the left lateral position, preferably 
after exercise. The murmur may be sharply 
localized at the apex. The diastolic murmur of 
aortic insufficiency is often best heard along 
the left sternal border, with the patient stand- 
ing and with the breath held in expiration. A 
loud systolic murmur may be due to rheu- 
matic aortic stenosis. A systolic thrill should 
be sought carefully. In its absence, pulse trac- 
ings may confirm the diagnosis. 

Fluoroscopic examination may provide the 
first clue or the confirmatory evidence of 
heart disease. Cardiac enlargement should be 
unequivocal to be diagnostic in itself. The 
localization of the enlargement may be espe- 
cially significant: for example, the left atrium 
and the pulmonary artery salient in mitral 
stenosis and the left ventricle in association 
with dynamic pulsations of the ventricle and 
aorta in cases of aortic insufficiency. 

Diagnosis of Heart Failure. Having distin- 
guished the patient with cardiac disease in 
pregnancy, the physician must evaluate the 
functional capacity of the heart and make 
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careful observations to recognize promptly 
the development of heart failure. A careful 
history of the patient’s exercise tolerance, as 
determined by her response to various activi- 
ties in her daily life, is a useful guide to the 
functional capacity of the heart. Her ability 
to consummate a previous pregnancy and 
labor successfully is an important index of 
cardiac capacity. Since dyspnea and orthopnea 
occur during pregnancy in patients without 
heart disease, their usual merit as early clues 
of heart failure is somewhat vitiated. By care- 
ful history-taking and observation the physi- 
cian may justly conclude that the dyspnea is 
out of proportion to that attributable to preg- 
nancy and is, in fact, caused by heart failure. 
Unexplained cough, especially that which oc- 
curs on effort, is also a valuable early clue to 
the possible occurrence of heart failure. 
Breathlessness may awaken the patient from 
sleep or may occur after intercourse. The as- 
sociation of cough with frothy or blood- 
tinged sputum and with persistent rhonchi or 
moist rales in the chest denotes that the dys- 
pnea and cough are due to left-sided heart 
failure. Relief of the dyspnea and cough fol- 
lowing extreme restriction of salt and one or 
two injections of mercurial diuretics is a valu- 
able guide in confirming the diagnosis of heart 
failure. 

As a rule, the earliest sign of congestive 
heart failure is the development of persistent 
rales at the bases of the lungs. The lungs there- 
fore should be examined regularly and care- 
fully in all patients with cardiac disease 
throughout pregnancy. Prolongation of the 
circulation time with or without elevation of 
the venous pressure is a valuable indication of 
the presence of heart failure. 

Of course, there usually is no difficulty in 
determining the presence of heart failure when 
the complete clinical picture is unfolded. The 
patient is dyspneic even when she exerts her- 
self slightly or when she rests. Complete re- 
cumbency is intolerable because of respiratory 
distress. Mild or moderate cyanosis is common 
in patients with mitral stenosis and heart 
failure. Rales are readily audible throughout 
the lower portions of the lungs. Hydrothorax 
may be present. The cervical veins become 
engorged. The liver is enlarged and tender. 
Edema of the lower extremities is pronounced. 

Conduct of Labor. Labor should be per- 
mitted to proceed normally in the patient with 
cardiac disease. During labor and delivery the 
patient should be propped up as high as neces- 
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sary and feasible. Vaginal delivery is allowed 
even in patients with serious heart disease un- 
less there are noncardiac indications for cesa- 
rean section. Even in the presence of heart 
failure it is uncertain that a cesarean section 
with sterilization should be preferred to de- 
livery from below, with sterilization at a later 
date if desirable. 

The present trend is definitely against inter- 
ruption of pregnancy in the later months and 
against cesarean section during labor, for both 
the maternal and fetal mortality rates are 
significantly less when normal delivery by the 
vaginal route is permitted. However, it is de- 
sirable to avoid a prolonged second stage by 
use of the low-forceps procedure. The pulse, 
respiratory rate, and blood pressure should be 
followed continuously during labor. 

According to Mendelson and Pardee the 
elevation of the pulse rate above 110 per min- 
ute and of the respiratory rate above 24 per 
minute during the first stage of labor provides 
usually reliable clues to impending heart fail- 
ure and the need for appropriate therapeutic 
measures such as digitalization and oxygen 
therapy. Fluids intravenously should be given 
very cautiously and slowly if at all during 
labor. The fluid should contain no sodium. 
The patient should be adequately sedated with 
barbiturates, with morphine, or with meperi- 
dine (Demerol). 

The competent administration of anesthesia 
by an experienced anesthetist is important in 
minimizing the strain of labor. Ether is gen- 
erally regarded as one of the safest anesthetics 
and is well tolerated by patients with cardiac 
disease. A maximal concentration of oxygen 
should be given with it. Ethylene and oxygen 
may be employed only for the preliminary in- 
duction of anesthesia, and, even then, the most 
diligent care should be taken to avoid asphyxia. 
Cyclopropane with oxygen and chloroform 
have been shunned by many. Low-spinal or 
continuous caudal anesthesia now is pre- 
ferred by many, especially for patients with 
actual or impending heart failure. 

Careful observation should not be relaxed 
immediately after delivery. The rapid onset 
of acute pulmonary edema or more gradual 
congestive heart failure may occur during the 
third stage or at any time in the first 24 hours 


after delivery. Some physicians apply tourni-— 


quets prophylactically during the third stage 
of labor to all patients who have shown pre- 
vious evidence of heart failure. Penicillin, 600,- 
000 units, and streptomycin, 2 Gm. daily, 
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should be given prophylactically during the 
third stage and continued for three days post 
partum to avoid bacterial endocarditis. Ergo- 
novine should not be given. Posterior pitui- 
tary injection (Pituitrin) should be avoided, 
but, if essential, only the oxytoxic fraction 
(Pitocin) should be administered intramus- 
cularly. After delivery an adequate period of 
bed rest should follow, with care in regard to 
sodium intake and necessary medicaments. 

Acute pulmonary edema is a sudden and 
sometimes startling incident that occurs suffi- 
ciently often during pregnancy or labor to 
require special mention. It is usually a com- 
plication of mitral stenosis and may occur in 
apparently well-compensated patients and 
without apparent cause. But, often, it is in- 
duced by intravenous administration of fluids. 
Acute and terrifying dyspnea, with or with- 
out cyanosis, cough, frothy sputum, and 
hemoptysis are the outstanding manifestations. 

The prompt administration of morphine 
may in itself control the attack. The slow 
intravenous administration of 0.25 to 0.5 Gm. 
(3.75 to 7.5 grains) of aminophylline in 10 
to 20 cc. of § per cent glucose in distilled 
water may also abort the attack. Digitalis 
or ouabain should be given intravenously. 
Venous tourniquets should be applied to all 
four extremities, and if this is ineffective a 
venesection should be performed. Oxygen 
should be administered by mask or tent under 
positive pressure, if there is no evidence of 
shock. Antifoaming agents, such as ethanol, 
administered by oxygen aerosol may be bene- 
ficial. Rarely a rapid venesection is necessary 
if other measures fail to control the pulmon- 
ary edema. If shock occurs, mephentermine 
(Wyamine) may be given at once, intraven- 
ously and intramuscularly, and a continuous 
infusion of levarterenol bitartrate (Levophed) 
set up. 

To prevent recurrence of pulmonary edema 
sodium intake should be curtailed drastically, 
digitalization should be maintained, amino- 
phylline rectal suppositories (0.5 Gm. amino- 
phylline) should be inserted before retiring, 
and mercurial diuretics should be administered 
at appropriate intervals. The prophylactic use 
of morphine in the 12 hours following labor 
may prevent the occurrence of post-partum 
pulmonary edema. 


MANAGEMENT OF HEART DISEASE AND HEART 
FAILURE IN PREGNANCY 


The major problem in the treatment of the 
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patient with cardiac disease during pregnancy 
is the prevention and control of heart failure. 
To this end it is essential that the presence of 
cardiac disease be recognized early. The 
patient with such disease must be registered 
with her physician early in pregnancy, and 
regular visits at one or two week intervals 
should be made, depending on her cardiac 
status and symptoms. Co-operation with a 
cardiologist or with an internist interested in 
the problems of cardiac disease in pregnancy 
is desirable. Patients with cardiac disease 
should enter the hospital one or two weeks 
before the expected date of delivery for pro- 
per appraisal of the cardiac status, for plan- 
ning of delivery procedure, and for the insti- 
tution of treatment of incipient heart failure, 
if necessary. 

The precipitating causes of heart failure in- 
clude acute infections, especially those of the 
upper respiratory tract, overexertion, and ex- 
cessive sodium intake. These should be avoided 
as far as possible. Antibiotics should be ad- 
ministered promptly at the onset of infections. 
If excessive anemia is discovered it should be 
corrected. Arrythmias should be treated 
speedily. Sudden weight gain should be re- 
garded as probably due to excessive water re- 
tention and should be treated by more rigid 
restriction of sodium intake and mercurial 
diuretics. 


The well-compensated patient with cardiac 
disease (class I and some in class II of the New 
York Heart Association) requires little restric- 
tion in activity except for severe and unusual 
physical exertion. A rigid restriction of sodi- 
um intake appears desirable, especially after 
the fourth calendar month. Digitalis is not 
given as a prophylactic measure in this group 
of patients. 

A supplementary intake of vitamin B, may 
be necessary because of the added require- 
ments of pregnancy and the possible contribu- 
tory role of thiamine deficiency in heart 
failure. 

Patients with cardiac disease whose outlook 
is less favorable because of a poorer cardiac 
reserve (class III and some in class II), or 
those with a previous history of congestive 
heart failure, require greater restrictions re- 
garding physical activity and more rigid 
regulation. In some instances modified bed 
rest most of the day, or rest in a chair or 
chaise longue, may be necessary throughout 
pregnancy. The intake of sodium should be 
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reduced to 500 mg. or less daily, if possible. 
Digitalis therapy should be continued if 
started during a previous episode of heart 
failure. Patients with limited cardiac reserve 
should be hospitalized at least two weeks be- 
fore term, according to the requirements of 
the individual case. Patients in class III or IV 
usually require digitalization. 

If heart failure develops in any patient or is 
already present when the patient is first seen, 
active treatment should be instituted. Bed rest, 
at home or preferably in the hospital, is neces- 
sary. Digitalization should be effected and 
maintained. Sodium intake should be restricted 
to 200 to 500 mg. daily. Mercurial diuretics 
should be administered every two to seven 
days, according to the need and response. If 
there is evidence of infection, thiamine defi- 
ciency, anemia, or hypoproteinemia which 
might contribute to the development of heart 
failure, these factors should be eliminated or 
corrected by appropriate measures. The intra- 
venous introduction of fluids containing so- 
dium (chloride, plasma, or blood) should be 
avoided. 

In the presence of heart failure during the 
first three months of pregnancy, an abortion 
by dilatation and curettage should be effected 
after treatment’to control the heart failure. 

In cases of heart failure noted later in preg- 
nancy, labor should not be induced until after 
the seven calendar months have elapsed, that 
is, until after the fall from the peak of the cir- 
culatory burden. It is unnecessary to terminate 
pregnancy before term in order to avoid the 
strain of labor, since heart failure rarely be- 
gins in labor and since the strain of labor is 
less than that of pregnancy in the seventh 
calendar month. 


INDICATIONS FOR DISCOURAGING PREGNANCY 
AND PERFORMING THERAPEUTIC ABORTION 


The physician is frequently confronted with 
the question of advising women with heart 
disease whether they may safely undertake 
pregnancy and child-bearing or whether they 
may continue if already pregnant. Often there 
are associated religious, socioeconomic, and 
personal factors that may be decisive regard- 
less of medical considerations. The physician’s 
advice should consist chiefly of providing the 
patient with the known data as to prognosis, 
especially as applied to her own cardiac status. 
Having been apprised of the facts, she herself 
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must decide whether ler desire for a child 
outweighs the probable risk. 


Pregnancy may be undertaken by the well- 
compensated patient with cardiac disease with 
only slightly more risk than by the normal 
woman. In borderline cases she is more justi- 
fied in undertaking pregnancy for the first 
or second child than for the third or fourth. 
Pregnancy should be undertaken, and the 
family completed, relatively early in life, since 
the diseased heart becomes less capable of 
tolerating the load of pregnancy with advanc- 
ing years. 

Patients whose outlook is relatively un- 
favorable (class III and IV) or those with 
signs or a history of heart failure, atrial fi- 
brillation, or a complicating serious disease 
should be impressed with the considerable 
risk of becoming pregnant. 

If the problem is one of terminating rather 
than of undertaking pregnancy, advice varies 
according to the duration of pregnancy, re- 
ligious and legal considerations, and the 
clinical status of the patient. Although the 
risk to life among well-compensated patients 
is only slightly enhanced by pregnancy, under 
special circumstances abortion by cervical 
dilatation and curettage is permissible during 
the first two months if the patient desires to 
terminate the pregnancy. This is particularly 
advisable if there are already three or more 
children or if the responsibilities involved in 
raising a family are likely to endanger the 
patient’s health. 

Among unfavorable cases termination of 
pregnancy should be encouraged if the pa- 
tient is seen in the first three months of 
pregnancy and a satisfactory control of heart 
failure cannot be readily effected. Interrup- 
tion can be done from below in the first two 
months or by abdominal hysterotomy, if ab- 
solutely necessary, from the third to the fifth 
month. Thereafter, the risk is less if the patient 
is treated for her cardiac disability and allowed 
to go to term. 


PROGNOSIS 


In heart disease and pregnancy a correct 
estimate of the prognosis is of paramount im- 


portance because on it largely rests the man- - 


agement of the case. The estimate must be 
well balanced in this more than in almost any 
other condition, for through excessive pes- 
simism the child will be needlessly sacrificed 
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and through undue optimism catastrophe to 
the expectant mother may result. There is no 
“playing safe” in this field; but, the prognosis 
is as difficult as it is important. Many attempts 
have been made to set up standards whereby 
the prognosis could be guided. There has been 
much discussion about whether the prognosis 
should be based upon the structural change 
in the heart or upon its functional capacity. 
Sometimes, as pregnancy advances, a patient 
must be transferred to a less favorable class. 
In such cases the term of pregnancy at the 
time the change occurs and the rate of change 
may influence the prognosis. 

As early as 1894 Sears suggested a prog- 
nostic classification based on the functional 
ability of the patient. Similar classifications 
have since been used by others, but the first 
system to gain wide acceptance was the one 
that Pardee proposed in 1922. It was funda- 
mentally that of the American Heart Associa- 
tion, but was modified by the effect of preg- 
nancy and the response to a certain effort 
(dumbbell-swinging). Pardee’s modification, 
however, was soon superseded by the classifi- 
cation exactly as recommended by the Ameri- 
can Heart Association: 

Class 1. Patients suffering from organic 
heart disease, able to carry on ordinary phys- 
ical activity without discomfort 

Class Il. Patients suffering from organic 
heart disease, unable to carry on ordinary 
physical activity without discomfort 

a. Activity slightly limited 
b. Activity greatly limited 

Class III. Patients suffering from organic 
heart disease, showing definite symptoms of 
heart failure when they are at rest 

In 1952 the American Heart Association re- 
classified organic heart disease, basing their 
divisions on a functional capacity estimation 
and a therapeutic classification of activity per- 
mitted. This functional classification is as 
follows: 

Class 1. Patients with cardiac disease and no 
limitation of physical activity. Ordinary 
physical activity does not cause discomfort. 
Patients in this class do not have symptoms of 
cardiac insufficiency nor do they experience 
anginal pain. 

Class II. Patients with cardiac disease and 
slight limitation of physical activity. They are 
comfortable when at rest. If ordinary physical 
activity is undertaken, discomfort results in 
the form of undue fatigue, palpitation, dys- 
pnea, or anginal pain. 
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Class III. Patients with cardiac disease and 
marked limitation of physical activity. They 
are comfortable when at rest. Discomfort in 
the form of undue fatigue, palpitation, dysp- 
nea, or anginal pain is caused by less than 
ordinary activity. 

Class IV. Patients with cardiac disease who 
are unable to carry on any physical activity 
without discomfort. Symptoms of cardiac in- 
sufficiency or of the anginal syndrome are 
present, even when they are at rest. If any 
physical activity is undertaken the discomfort 
is increased. 

Functional capacity does not always deter- 
mine the amount of physical activity that 
should be permitted. The following classifica- 
tion (therapeutic) was first prepared by the 
New York Heart Association: 

Class A. Patients with cardiac disease whose 
physical activity need not be restricted 

Class B. Patients with cardiac disease whose 
ordinary physical activity need not be re- 
stricted, but who should be advised against 
unusually severe competitive efforts 

Class C. Patients with cardiac disease whose 
ordinary physical activity should be moder- 
ately restricted, and whose more strenuous 
habitual efforts should be discontinued 

Class D. Patients with cardiac disease whose 
ordinary physical activity should be markedly 
restricted 

Class E. Patients with cardiac disease who 
should be at complete rest, confined to bed 
or chair. 

One simple aid in estimating prognosis is the 
heart rate at which the patient develops con- 
gestive failure. If 2 patients with mitral sten- 
osis and auricular fibrillation present the same 
degree of cardiac failure but 1 has a heart 
rate of 130 per minute and the other a rate 
of 80 per minute, in general, it may be said 
that the prognosis is better in the one with the 
rapid rate. Here it is evident that digitalis and 
other treatment may be expected to slow the 
rapid rate and effect a good deal more im- 
provement than when the rate is already slow. 
In other words, when the heart rate is slow 
and there is considerable peripheral edema, 
not so much improvement can be expected 
as when the rate is rapid. This is especially 
true when the disturbance is one in which it 
may be predicted that slowing will be ob- 
tained, such as is the case in patients with 
auricular fibrillation. 

The size of the heart is of some importance 
in judging prognosis. The larger the heart, 
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other things being equal, the poorer the 
prognosis. 


SUMMARY 


Heart diease in pregnancy almost always 
means rheumatic heart disease and is encoun- 
tered in over 90 per cent of pregnant patients 
with cardiac disease. Of rheumatic cardiac 
cases, mitral stenosis alone, or in combination 
with aortic valvular disease, occurs in at least 
75 per cent. Cardiovascular manifestations 
during pregnancy should not be mistaken as 
signs and symptoms of heart disease unless 
properly evaluated by careful physical, fluor- 
oscopic, and electrocardiagraphic examination. 

Labor should be permitted to proceed nor- 


second stage of labor can be shortened by the 
use of a low-forceps procedure. 

If heart failure is noted later in pregnancy, 
labor should not be induced until after the 
seventh calendar month has elapsed, that is, 
until after the fall from the peak of the circu- 
latory burden. To terminate pregnancy be- 
fore term in order to avoid the strain of labor 
is unnecessary, since heart failure rarely be- 
gins in labor and since the strain of labor is 
less than that of pregnancy in the seventh 
calendar month. 

A correct estimate of the prognosis is of 
paramount importance in the management of 
the case. There have been many standards 
set up whereby the prognosis could be 
guided, such as structural change and func- 


mally in the patient with cardiac disease. Va- tional capacity of the heart. A patient belong- 
ginal delivery is allowed even in patients with ing to one classification may be reclassed 
serious heart disease unless there are noncar- as pregnancy advances, which, therefore, 
diac indications for cesarean section. The changes the prognosis. 


The Positive Approach 


The elimination of fear and misinformation about heart disease is the most urgent problem in 
cardiac rehabilitation today. Actually, rehabilitation includes development in the patient of a 
healthy and optimistic state of mind, as well as improvement of functional capacity. Both are 
important if the patient is to become a productive and independent member of society. 

The process of rehabilitation begins when the patient is first aware of the disease or, at the 
latest, when he has sufficiently recovered from acute illness to be free of pain and in no immediate 
danger of death. The need for rehabilitation exists in all forms of heart disease, and patients in 
all economic classes can benefit from a program of this kind. Even though the disease process 
may be relatively unstable, all patients are eligible for rehabilitation. (From The Heart Bulletin, 
Pennsylvania Edition, March-April, 1958.) 


Tay-Sachs’ Disease and Allied Disorders 


A new nonprofit foundation has been established to support and stimulate research, clinical, 
and educational programs in Tay-Sachs’ disease and allied heredofamilial, neurodegenerative 
diseases of infancy and childhood. The scope of the program will include, in addition to Tay- 
Sachs’ disease, Niemann-Pick’s disease, infantile Gaucher’s disease, Schilder’s disease, diffuse 
sclerosis, amyotonia congenita, Friedreich’s ataxia, and others. The foundation is known as 
National Tay-Sachs Association, Inc., New York Chapter, and is composed of parents who have 
had afflicted children, of interested laymen, and of medical personnel in the field. 
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CuRISTMAS DISEASE, Or plasma thrombo- 
plastin component (PTC) deficiency, is a 
constitutional anomaly of blood coagulation 
which, like classical hemophilia, depends on 
the hereditary transmission of a sex-linked, 
recessive Mendelian trait that becomes mani- 
fest as a deficiency of a plasma component 
essential for the coagulation of blood. Because 
it so closely resembles classical hemophilia, it 
also has been called hemophilia B. The dis- 
order was first recognized in 1952 by Aggeler 
and co-workers,* although five years before 
that the observation was made that the clot- 
ting time of mixtures of the blood of 2 pa- 
tients, thought to be suffering from hemo- 
philia, was mutually corrective. PTC defi- 
ciency mimics hemophilia so completely that 
workers have apparently studied the disease 
when thev assumed they were dealing with 
hemophilia. 


ETIOLOGY AND PATHOGENESIS 


The disease is a hereditary one, character- 
ized by abnormal bleeding, the basic cause of 
which is an absence or marked diminution of 
PTC or the “Christmas factor.” Like the anti- 
hemophilic factor (AHF), PTC participates 
in the first stage of coagulation; that is, in the 
formation of thromboplastin. Although the 


*An extensive bibliography for this disease entity, 
covering the years between 1952 and 1957, was vub- 
lished in the Journal of the American Medical Wom- 
en’s Association in September, 1957, on pages 282 and 
283 of an article entitled “Plasma Thromboplastin 
Component (PTC) Deficiency,” by Paul M. Aggeler, 
M.D., M. Silvija Hoag, M.D., and Ralph O. Waller- 
stein, M.D. For three later references not given in 
the aforementioned article, see the end of this article. 


Dr. Castro is an intern at the New 
York Infirmary. 


Christmas Disease 


Amelia L. Castro, M.D. 


exact role of PTC in the coagulation scheme 
is not yet well delineated, the recent work of 
Biggs and others, using a technique for the 
measurement of human thromboplastin evolu- 
tion, clearly indicates the essential nature of 
PTC for thromboplastin formation. Deficien- 
cy of this component produces a lag in the 
formation of thromboplastin, a fact that ac- 
counts for the prolongation of the coagula- 
tion time of whole blood. In addition to this 
delay in the appearance of thromboplastin, a 
decrease in the total amount formed is mani- 
fest, this fact being indirectly reflected in the 
poor conversion of prothrombin to thrombin. 
These two defects, namely, delay in produc- 
tion and poor yield of thromboplastin, also 
can be demonstrated in true hemophilia, in- 
dicative of the closely associated roles of PTC 
and antihemophilic globulin (AHG). How 
these two agents are related is still unknown, 
but a lack of either one can be determined by 
the prothrombin consumption time or throm- 
boplastin generation test. Unlike the AHF, 
PTC is not consumed in coagulation and is 
present in good concentration in serum. It is 
heat-labile but storage-stabile. It is not found 
in Cohn plasma fraction I, but is present in 
fractions III and IV. It is precipitated by 40 
to 50 per cent ammonium sulfate, rather than 
by 30 per cent, and it is adsorbed by barium 
sulfate and removed by a Seitz filter, whereas 
AHF is not. 


INHERITANCE 


In the majority of affected families the in- 
heritance of Christmas disease is of the same 
sex-linked recessive pattern as true hemo- 
philia, resulting in the transmission of the 
disease to male grandchildren through an un- 
affected daughter. The sons of an affected 
male are themselves normal and cannot trans- 
mit the defect to any of their descendants. 
The daughters of an affected man, all out- 
wardly normal, are capable of transmitting 
the trait as an evident defect to half of their 
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sons and as a recessive or hidden character- 
istic to half of their daughters. 

In a small number of instances, however, 
heterozygous women have been found to be 
mildly affected, suggesting that the Christmas 
disease gene may be less completely recessive 
than that responsible for hemophilia. That the 
trait may not always be completely recessive 
in a heterozygous female carrier is evident 
by the report’ of decreased thromboplastin 
generation in the asymptomatic mother of 
a severely ill patient with PTC deficiency 
and by the description of spontaneous ecchy- 
mosis and postoperative bleeding in the mother 
of another victim of the disease. 


INCIDENCE 


Although the exact frequency of PTC de- 
ficiency is not known, current studies indicate 
that it is probably not a very rare condition. 
Restudy of groups of cases, previously con- 
sidered to be examples of classical hemophilias, 
indicate a ratio of hemophilia to PTC defi- 
ciency as follows: Biggs and associates, 9 to 1; 
Rosenthal, 4 to 1; Frick, 8 to 1; Fantl and 
Sawers, 6 to 1; Spaet, 5 to 1; and Beaumont, 
7 to 1. In Quick’s series of cases? 70 were found 
to be hemophiliacs, 30 had mild to severe 
cases, and only 11 had PTC deficiencv. In 3 
instances, combined hemophilia and PTC de- 
ficiency has been reported. 


PATHOLOGY 


The findings are those produced by hemor- 
rhages. The bone marrow may show signs of 
moderate activity as a result of the bleeding. 
Other than some hyperplasia of the myeloid 
and erythroid elements, nothing significant is 
found. 


CLINICAL PICTURE 


Habitual hemorrhage from various parts of 
the body, either spontaneous or following 
slight trauma, is the outstanding symptom of 
the disease. The bleeding is of the nature of 
persistent, slow oozing, which is out of pro- 
portion to the extent of injury. Instead of 
minutes, hours, days, and even weeks measure 
its duration. The patient usually presents a 
history of severe bleeding episodes from earli- 
est infancy and some abnormal bleeding tend- 
encies in other male members of the family in 
accordance with the characteristic hereditary 
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pattern. In mild cases bleeding episodes rarely 
occur, except after an injury or surgical 
procedure. 

There may be bleeding into external, sub- 
cutaneous, intramuscular, intravisceral, or hol- 
low cavities. External bleeding is usually more 
frequent in infancy and early childhood. 
Since the disease is present at birth, circum- 
cision is always invariably complicated by 
prolonged and excessive bleeding. Hema- 
tomas of varying sizes are common even 
in fairly mild cases, especially during child- 
hood. These are found mostly on the arms 
and legs. Bleeding into subcutaneous and 
muscle tissues may be very serious. A sur- 
prisingly large amount of blood may be lost 
by hemorrhage into large muscles, which may 
result in anemia and occasionally even pro- 
duce shock. The most sinister aspect of deep 
hemorrhage is the effect of pressure on sur- 
rounding structures. If a nerve trunk is af- 
fected, excruciating neuritic pain may result, 
complicated by sensory disturbances, pares- 
thesias, and even muscle atrophy. Pressure on 
blood vessels may block circulation and thus 
cause gangrene. Gastric hemorrhages, hemor- 
rhages into the mesentery, retroperitoneal 
bleeding, hemarthroses, and hematuria may 
occasionally be encountered. 


LABORATORY EXAMINATIONS 


Significant laboratory findings consist of a 
prolonged clotting time by the Lee-White 
method, delayed prothrombin consumption, 
and defective thromboplastin generation. Lab- 
oratory studies consistently show normal 
values of platelet count, clot retraction, pro- 
thrombin time, bleeding time, and tourniquet 
test. Studies of bone marrow and peripheral 
blood are normal except when the red blood 
cell level is depressed after hemorrhage. Bone 


marrow studies are not indiciated in this’ 


condition. 


DIAGNOSIS 


The first step in establishing the diagnosis 
of PTC deficiency is to differentiate it from 
true hemophilia and plasma thromboplastin 
antecedent (PTA) deficiency. This cannot bé 
done on the basis of the clinical picture alone. 
In the study of a series of patients with hemor- 
rhagic diseases, Rosenthal noted the following 
differences: Hemorrhage is most severe in 
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AHG deficiency, followed in severity by PTC 
and then by PTA deficiency. Involvement of 
joints is frequent in AHG deficiency, occa- 
sional in PTC deficiency, and rare in PTA 
deficiency. PTA deficiency is most promin- 
ently characterized by bleeding after tooth 
extraction or other minor surgical procedures. 

In the differentiation of hemophilia, PTC 
deficiency, and PTA deficiency, the following 
procedures have been employed: 

1. Normalization of the prothrombin con- 
sumption time by the addition of the defi- 
ciency factor. The differentiation is made as 
follows: If the consumption of prothrombin is 
corrected by the addition of barium sulfate or 
calcium phosphate-treated plasma, the defi- 
ciency is either thromboplastinogen or PTA; 
if rectified by aged serum, the lacking factor 
is PTC or PTA. Obviously, PTA deficiency 
is manifested by correction with either ad- 
sorbed plasma or aged serum. 

2. Mutual correction by mixing plasma with 
known and authentic hemophilic-,PTC-,and 
PT A-deficient plasmas. To differentiate true 
hemophilia, PTC deficiency, and PTA defi- 
ciency, representative plasmas of these three 
entities are required. The results of mixing 
these plasmas supply data that should permit 
identifying the defect, since mutual correction 
is effected by mixing any one with either of 
the other two. Thus, hemophilic blood is cor- 
rected by blood or plasma lacking either PTC 
or PTA. 

3. Thromboplastin generation test. This test 
consists of generating thromboplastin by the 
mixture of aluminum hydroxide-treated plas- 
ma (source of thromboplastinogen), platelet 
extract, and serum (source of PTC and PTA). 
If defective thromboplastin generation occurs 
when the patient’s plasma, platelet extract, and 
serum are used, the test is repeated with the 
substitution of normal aluminum hydroxide- 
adsorbed plasma. This should cause correction 
if the patient is a true hemophiliac or has a 
PTA deficiency. If normal serum corrects the 
generation, the diagnosis of PTC or PTA is 
suggested. 

4. Study of the blood of a true hemophiliac 
and a patient with PTC deficiency by means 
of the prothrombin consumption test with 
its three modifications—addition of thrombo- 
plastinogen activity time reagent (TAT), 
hemolysate, and aged serum—which give 
characteristically different patterns of results. 
It will be observed that in true hemophilia, the 
severity of the bleeding tendency corresponds 
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fairly well with the clotting time and the pro- 
thrombin consumption time and that no cor- 
rection is effected by the addition of aged 
serum. In marked contrast, the clotting time 
and prothrombin consumption time are not 
as distinctly correlated in PTC deficiency, but 
the correction with aged serum is unmistak- 
able and, therefore, is of great diagnostic 
significance. 


TREATMENT 


If the theory is accepted that Christmas 
disease is due to the inheritance of an anomaly 
of coagulation, cure cannot be expected. The- 
oretically, the disorder might be eliminated by 
proper restriction of marriage, or at least of 
propagation. Although it is true that only one 
half of the daughters of a female carrier inherit 
the trait and are able to transmit it, there is 
no way of distinguishing the normal daughters 
from the bearers of this hereditary anomaly. 

In the management of this disease, the pre- 
vention of injuries is of paramount importance. 
Surgery of all forms, including tooth extrac- 
tion, should be avoided and, when essential, 
must be done only after proper preparation 
of the subject.* If a surgical measure must be 
carried out, the patient should receive ade- 
quate amounts of PTC factor prior to and, if 
indicated, following the procedure. 

Treatment should be directed toward con- 
trol of bleeding by direct or local measures, 
reduction of any existing stress, and effective 
replacement of the deficient clotting factor 
by the administration of appropriate sub- 
stances. It should be remembered that bleeding 
occurs almost always as the result of mechani- 
cal injury to the vascular system. Due to de- 
fective hemostasis, blood continues to be 
ejected until the pressure outside the vessel 
counterbalances the intravascular pressure. 
Two measures, therefore, are of great value in 
local treatment: (1) the application of pres- 
sure to assist the natural tissue resistance, 
thereby limiting the extent of the extravasa- 
tion of blood; and (2) the application of cold 
to cause reflex contraction of blood vessels. 

In cases of bleeding from accessible sites, 
topical thrombin is the hemostatic agent of 
choice. Coagulating snake venoms are also of 
some value. In an emergency, a sponge soaked 
in normal plasma or whole blood may be ap- 
plied to the bleeding site. Astringents, corro- 
sive agents, and cautery should never be em- 
ployed, because the resulting necrosis accentu- 
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CHRISTMAS DISEASE—CASTRO 


ates the bleeding. Antibiotics can be regarded 
as important hemostatic agents even though 
their action is indirect. By preventing infec- 
tion with antibacterial agents, the bleeding is 
either aborted or brought under control. Intra- 
muscular injections should be avoided, for co- 
agulating substances given in this way are not 
only ineffective but may produce a hematoma, 
followed by serious consequences. 

Any hemorrhage that cannot be controlled 
by local measures requires systemic therapy to 
improve the hemostatic efficacy of the blood. 
In a bleeding crisis normal coagulation of the 
blood should be restored by administration of 
the effective component and maintained as 
such until the crisis has passed. So far, the 
only successful method of treatment that has 
stood the test of time is transfusion of blood 
or plasma. Repeated transfusions of whole 
blood may lead to an accumulation of iron 
and other undesirable consequences; it there- 
fore is advisable whenever possible to give 
type-specific plasma. Fortunately later studies 
have shown that the coagulation time is re- 
stored not only by fresh, or properly col- 
lected, stored blood or plasma but also by 
blood or plasma collected in the routine 
fashion, by Cohn fraction IV, and even by 
serum. The fact that stored blood is as good 
as, or better than, fresh blood in the treatment 
of this condition, and the observation that the 
beneficial effect may last two or three weeks 
rather than a matter of hours, gives these pa- 
tients a considerable advantage over those 
with hemophilia. 

The rest of the management is_ purely 
symptomatic. 


PROGNOSIS 


The outlook today is most encouraging. 
The current progress in understanding the 
disease cannot help paving the way for de- 
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veloping better methods for the medical care 
of the patient. The greatest number of deaths 
has been due to exsanguination after surgical 
procedures—circumcisions, tooth extractions, 
tonsillectomy, and lancing of hematomas. 
Even now, very few die from bleeding, and 
the time should arrive when crippling from 
hemarthroses and other hemorrhages will no 
longer be common. 


SUMMARY 


Christmas disease, or PTC deficiency, is a 
hemorrhagic disease characterized by pro- 
longed, whole blood coagulation time, caused 
by the delayed formation of thrombin. Diag- 
nosis is made on the triad of a bleeding tend- 
ency beginning early in a man’s life, a posi- 
tive family history, and a lack of plasma 
thromboplastin component in the blood. The 
latter is quantitatively estimated by the pro- 
thrombin consumption test and thrombo- 
plastin generation test. Treatment is both local 
and systemic, with the transfusion of fresh 
blood, or plasma, or even serum. Because its 
clinical picture closely simulates hemophilia, 
it is important that every case of supposed 
hemophilia be revaluated and the specific de- 
ficiency revealed as a prerequisite to a rational 
approach to therapy. Matching or mixing 
studies and evaluation of the corrective effects 
of normal serum and barium sulfate-treated 
plasma are essential for the identification of 
the type of defect. 
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PSORIASIS 


Dr. Peter Flesch and associates of the Uni- 
versity of Pennsylvania told the American 
Academy of Dermatology and Syphilology 
that, in the skin affected by psoriasis, a stub- 
born, disfiguring skin disease, three tissue- 
building amino acids and sugars behave ab- 
normally. This first step in understanding the 
chemical nature of psoriasis may ultimately 
open the way to control of the disease. 


CONSTRUCTION PROGRAMS 


The Department of Health, Education, and 
Welfare in April reported an increase of 
about 130 million dollars in contracts to be 
let during the next few months under three 
federally aided construction programs. In 
these programs, the Department makes grants 
to add to local funds for building medical re- 
search facilities, hospitals, and municipal waste 
treatment plants. 

The largest increase is in the building of 
medical research facilities by universities, hos- 
pitals, and other institutions. A 1956 law 
authorized Federal grants of 30 million dollars 
a vear for three years to assist in such con- 
struction. Contracts to be let this fiscal vear 
under this program have been increased from 
an estimated 120 million to 182 million dollars. 

In the hospital construction program, con- 
tracts to be let this fiscal year have been in- 
creased from an estimated 381 million to about 
405 million dollars. The Federal share would 
be about 135 million dollars. 

Contracts to be let this fiscal year for build- 
ing municipal waste treatment plants will in- 
crease from the original estimate of 170 million 
to 215 million dollars. The Federal share is 
57 million dollars. 

Officials of the Public Health Service, which 
administers all three of the programs, praised 
state and local agencies and private institu- 
tions for excellent co-operation in efforts to 
step up construction work. 


3-METHOXY NOREPINEPHRINE IN 
HUMAN TISSUES 


An amine, or nitrogen-containing chemical, 
closely related to the adrenal hormone nor- 
epinephrine, has been found in human tissues 
for the first time by investigators at the Na- 
tional Heart Institute in Bethesda, Md. The 
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new amine, 3-methoxy norepinephrine, is of 
basic interest because it is derived from nor- 
epinephrine and may play a role in the normal 
metabolism of this physiologically important 
amine in man. 

Dr. Albert Sjoerdsma and William King, of 
the Laboratory of General Medicine and Ex- 
perimental Therapeutics, and Dr. Sidney 
Udenfriend and Lemuel Leeper, of the Labo- 
ratory of Clinical Biochemistry, found the 
new amine norepinephrine-producing 
adrenal tumors (pheochromocytomas) re- 
moved from patients with hypertension that 
had resulted from the tumors. 

Norepinephrine (and its precursors and de- 
rivatives) is of particular interest to the Heart 
Institute, not only in connection with its well- 
known stimulating effects on the heart and 
blood pressure, but also because Heart Insti- 
tute findings have implicated brain norepine- 
phrine, together with another amine (sero- 
tonin) in the brain, in the central regulation 
of the two divisions (sympathetic and para- 
sympathetic) of the autonomic nervous sys- 
tem. Thus “automatic” functions such as 
blood pressure, heart rate, and emotional 
states appear to be regulated by release in the 
brain of the two amines, norepinephrine and 
serotonin. 

During their studies of the metabolism and 
functions of these amines, Drs. Sjoerdsma and 
Udenfriend became interested in the 3-meth- 
oxy derivative when investigators at the Uni- 
versity of Utah reported a 3-methoxy end 
product of norepinephrine metabolism in the 
urine of patients receiving norepinephrine in- 
jections to support failing blood pressure. Dr. 
Julius Axelrod, also of the National Institutes 
of Health, subsequently found, in rat liver, 
enzvmes that converted norepinephrine to 3- 
methoxy epinephrine. These discoveries 
prompted the Heart Institute investigators to 
look for the 3-methoxy derivative in human 
tissues, They found 3-methoxy norepineph- 
rine, as well as the usual large quantity of 
the parent amine, norepinephrine, in the 
adrenal gland tumors. 

Their continuing studies on these amines 
are aimed at learning what role they may have 
in the body—especially what part they play in 
the control of blood pressure and_ heart 
function. 
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World Health Organization 


WHO IN 1958 


The World Health Organization, with 
headquarters in Geneva, Switzerland, now 
groups 88 countries with the aim of protect- 
ing the health of all peoples. WHO works 
with national health services to prevent infec- 
tious disease (malaria, tuberculosis, syphilis, 
and others), and to train health workers. It 
gives technical assistance to improve sanitary 
conditions in over 100 countries, warns of 
outbreaks of epidemic disease, co-ordinates 
research, and recommends international stand- 
ards for drugs and vaccines. 

Dr. M. G. Candau is Director-General, in 
charge of a staff (including field staff) of 
about 1,000 professionals of 54 nationalities. 
WHO's budget, contributed by member 
states. is $13.500,000 for 1958. 

WHO celebrated its tenth anniversary this 
year at a special session of its governing body, 
the World Health Assembly, held in Minne- 
apolis on May 26. 


SANITATION 


Everybody knows, of course, that the one 
thing that the house mouse most enjoys is 
cheese . . . and everybody, as usual, is wrong. 
Researchers into its predilections have found 
that the house mouse rarely eats cheese if 
there is a choice of food, and that what really 
attracts it is rolled oats. 

And here goes another cherished illusion: 
“The domesticated cat has long been accepted, 
rather uncritically, as the main stand-by in 
keeping down house mice . . . observations 
have made it quite clear that large numbers of 
mice can survive quite successfully in spite 
of cats.” 

The mouse, for its size, is a much better 
trencherman than the rat. A medium-sized 
brown rat eats an amount equal to about 
one tenth of its own body weight each day. 
The house mouse, on the same basis, eats twice 
as much. 

The rat is, of course, a greater menace to 
human health, although most disease organ- 
isms carried by rats may also be carried by 
mice. In fact, there is no doubt of the suscep- 
tibility of the mouse to the plague bacillus, 
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and plague-infected mice have been reported 
from places as far apart as Australia, India 
(Calcutta), and Peru. One disease that can 
definitely be attributed to their activities is 
favus, or ringworm. 

Probably the most serious offense of the 
house mouse against human health is its 
spreading of Salmonella organisms, responsible 
for human cases of food poisoning. Its impor- 
tance as a disease carrier, however, is small 
compared with its attack on man’s food re- 
sources, since it spoils and makes unfit for 
human consumption a far greater amount of 
tood than it eats. 

In very cold weather a mouse may eat up 
to a third more food than usual, in order to 
maintain body heat. At the other extreme, it 
needs protection against excessive heat, and one 
experimenter has demonstrated that exposure, 
in still air, to direct sunlight killed a mouse in 
five minutes. However, when it comes to 
thirst, the mouse can outlast man himself, and 
it was recorded in 1859 that a house mouse, 
accidentally sealed in a barrel of biscuits in 
Aberdeen (Scotland), was alive when the bar- 
rel was opened in the Canadian Arctic more 
than 14 months later. 

P. S. In order to get the best haul from your 
mouse traps you should set them early in the 
evening . . . mice are most active between 8 
and 9 p.m. (From “Control of Rats and 
Mice,” Vol. II, Edited by H. N. Southern, 
Oxford, England, Clarendon Press, 1954.) 


OCCUPATIONAL DISEASE 

The prevalence of peptic ulcers among busi- 
ness executives over 50 years of age was 78.43 
per cent, compared with 23.56 per cent.among 
other employees of the same age, according 
to a recent study in the United States. In an- 
other study of 5,000 executives chosen from 
30 American companies, large and small, it 
was found that 51.3 per cent between the ages 
of 40 and 65 suffered from either hyperten- 
sion, organic heart disease, overweight, or such 
serious findings as diabetes, prostatitis, hernia, 
and blood deficiencies. ; 

It is noteworthy, however, that more than 
half of the executives examined showed no 
symptoms and expressed no _ complaints. 
(From World Health, Jan.-Feb., 1958.) 
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Since this number of the JourNAL is the New York Infirmary issue, I think it appropriate to use 
this subject as my theme. Recalling that the New York Infirmary celebrated the one hundredth 
anniversary of its founding in 1953, we must recognize not only its value as a hospital but its 
potency as a symbol of the pioneer spirit of women in medicine. In considering, then, these women 
in their achievements through the years, we realize that they possessed special qualities to enable 
them to carry on so courageously the work begun in good faith by Elizabeth Blackwell in 1853. 

Data on the growth, staff, bed capacity, and equipment may be gleaned from many sources; 
but, to note one item, please turn to page 117 of the March, 1950, number of your JourNat and 
learn that, up to that year, statistics showed that over one million persons had received care, often 
free or at low cost, either as inpatients or outpatients. In the eight years since that date, the num- 
ber has greatly increased to make it a truly remarkable record. 

A word of tribute seems appropriate to other great leaders who have contributed to the ad- 
vancement of women, such as Elizabeth Cady Stanton, Frances Willard, Clara Barton, and Susan 
B. Anthony, to mention some of the outstanding ones. To the last-named, we owe gratitude for 
one of our most precious privileges—that of voting citizenship. Miss Anthony possessed many 
sterling qualities. One outstanding one is exemplified in this quotation from “Dramatic Sketches 
of Susan B. Anthony,” by Nanette B. Paul, when Miss Anthony said to a reporter, “I have never 
lost faith, not for one moment in 50 years.” Surely, Elizabeth Blackwell proved that she never lost 
faith, and she lived to see the number of women physician graduates increase from one, in 1849, 
to 500, in 1870. What a satisfaction this must have been to her! And, yet, this accomplishment 
did not, in any way, dampen her ardor to open other doors to women physicians. 

Furthermore, we see in this story that there have always been certain women physicians ready 
to pick up the threads of work where one leader has laid them down. This continual effort at the 
New York Infirmary on behalf of women’s medical service to humanity should be applauded and 
may well serve as a model for future endeavors. The attitudes of the staff should also receive ap- 
probation for steadfastness toward a goal, unselfish service, and indefatigable work. Recognition 
of the value of research and experimentation, as well as of adequate service, has led not only to 
the maintenance of a good hospital but to the expansion of it without relinquishing the policy of 
high medical standards. Because these women have tenaciously held their ground on standards, 
policy, and service, they have gained respect from the entire medical profession. We are proud 


to add our tribute. 
~ 
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New AMWA President—1958-1959 


KATHARINE W. WRIGHT, M.D. 


The forty-third president of the AMWA 
is well fitted for this important position, for 
she is a dedicated physician noted for her en- 
ergy, vigorous intellectual approach to prob- 
lems, and ability to be well prepared for any 
task she assumes. 

Dr. Katharine W. Wright was born in 
Montgomery County, Maryland, where her 
father, Dr. George H. Wright, practiced for 
many years. Her mother, Jessie Waite Wright, 
was the daughter of 
Judge C. B. Waite of 
Chicago and Cather- 
ine Van Valkenberg 
Waite, who studied 
law after her five 
children were partly 
grown. Dr. Wright’s 
mother was in the 
first class of women 
who were graduated 
from the University 
of Chicago. 

Dr. Wright re- 
ceived her B.S. degree 
from the University 
of Wisconsin and her 
M.D. degree from 
George Washington 
School of Medicine. 
She was certified as a 
psychiatrist by the 
American Board of 
Neurology and Psy- 
chiatry in 1945, 

She served as physi- 
cian, Elgin (Illinois) 
State Hospital, 1940-1943; as research assistant 
in psychiatry, University of Illinois, 1942-1946, 
as associate, Psychopathic Hospital, Chicago; 
and as neuropsychiatric consultant, Mary 
Thompson Hospital, Chicago, where she is di- 
rector of the Mental Hygiene Clinic. She holds 
the academic position of associate, Department 
of Neurology and Psychiatry, Northwestern 
University, and is a fellow of the American 
Psychiatric Association and the Institute of 
Medicine, Chicago. 

She holds membership in many professional 
societies: AMA, Illinois Psychiatric Society, 
Chicago Medical Society, Illinois State Medical 
Society, George Washington Medical Society, 
Menninger Foundation, and George Crerar Li- 
brary. She is also a member of the American 
Association of University Women and Chi 
Omega. 

Dr. Wright became a member of the 


AMWA in 1936. She served as president of 
Branch Two, Chicago, as director of the 
Northeast Central Region of AMWA, and as 
recording secretary of the Association. She 
has represented the AMWA at many Euro- 
pean meetings of the Medical Women’s Inter- 
national Association and will serve as one of 
five AMWA councilors at the Eighth Con- 
gress of the MWIA. 

De. W oe lives a very full life, and her 

oe interest in travel and 
medical research is 
well known to her 
friends. While tour- 
ing Russia in Septem- 
ber, 1956, she man- 
aged to visit a psy- 
chiatric institute and 
her keen eye and dis- 
cerning mind quickly 
appraised the psychia- 
tric practices in the 
U.SS.R. The pithy 
report of her medical 
impressions is now on 
file with the Public 
Health Service. 

Her subtle sense of 
humor and generos- 
ity, make her a de- 
lightful traveling 
companion, and any 
group is richer for her 
presence. In all public 
relations Dr. Wright 
has ably demonstrated 
qualities of fair and 
impartial judgment and the wisdom of experi- 
ence in handling people. 

After 40 years of happy married life Dr. 


Wright's husband, Lewis A. Wright, a lawyer, . 


died in 1956. With her customary faith and 
courage she plunged into AMWA activities 
with greater enthusiasm and continued her 
busy psychiatric practice. Her two daughters 
and one son live in different sections of the 
United States, but she manages to visit them 
regularly and enjoys her 11 grandchildren. 
Her hobby seems to be buying sweaters for 
her grandchildren, although she sometimes for- 
gets which child belongs to which of her 
children. 

Katharine W. Wright is a natural leader and 
fine executive. Her services as a physician, 
psychiatrist, teacher, and friend enable her to 
give much to others. 

—Alma Dea Morani, M.D. 


INAUGURAL ADDRESS OF NEW AMWA PRESIDENT 


Group Participation—Keynote 


of the Future* 


Katharine W. Wright, M.D. 


It Is A PRIVILEGE to be chosen as president 
of the American Medical Women’s Associa- 
tion for the ensuing year and thus to follow 
the leadership of so many outstanding women 
physicians. 

My subject speaks of the future, but, before 
plunging into that unknown area, let us 
briefly review the past. For this purpose, I 
culled many of the back issues of the JouRNAL 
to reread presidents’ messages. Each one was 
of high quality and, with sincerity and earn- 
estness, urged the members to remember the 
high standards of women in medicine. I ask 
the same of you. 

Further research revealed the fact that the 
inception of the organization by Bertha Van 
Hoosen took place in 1915 at the Fiftieth An- 
niversary Meeting of the founding of the 
Women and Children’s Hospital in Chicago, 
but it is interesting to note some events that 
preceded this occasion. In 1904 Dr. Van 
Hoosen was the only woman to attend the 
American Medical Association meeting in At- 
lantic City, and she missed the companionship 
of other women; therefore, in 1908, at the 
meeting in Chicago, she initiated the custom 
of the dinner for women physicians. Seven 
years later this group denounced the idea of 
organizing the medical women because it was 
considered segregation, however, Dr. Van 
Hoosen continued her efforts until, at the 
Fiftieth Anniversary Meeting in Chicago, she 
was successful. 

Many other items of interest were dis- 
covered, but I will mention only a few: the 
launching of the JourNAL as the official organ 
of the Association in April, 1946, under the 


*Presented at the AMWA Annual Meeting, San 
Francisco, June 21, 1958. 


editorship of Dr. Elise L’Esperance, and the 
inspirational organization of the junior branch 
program in 1948 by Dr. Mabel Gardner. 
Though I shall not go into further historical 
details of the organization, I will speak of my 
part in it, which requires a pause with Branch 
Two of Chicago in which I was active for 
several years. It was not until 1947, when, as 
a delegate, I attended the midwinter meeting 
in Cincinnati, that I made my entrance into 
the internal affairs of the AMWA. Since then, 
to paraphrase Shakespeare, I have, in this 
period of time, taken many parts. It was then, 
as a novice, that I attended this meeting in 
Cincinnati, which, under the gracious guid- 
ance of President Mabel Gardner, celebrated 
the centennial of Elizabeth Blackwell’s 
achievement as first graduate woman physi- 
cian. I present, then, Dr. Gardner’s stirring 
words: “This places on us the responsibility 
to exert the power we have thus gained. We 
should use it where it logically belongs: first, 
in alleviating the ills of our social life; and, 
secondly, in furthering the development of 
women in the profession.” She concludes by 
saying, “These things are possible for us to 
do only if we catch the enthusiasm of co-op- 
erative work.” Co-operative work, then, was 
her slogan. Shall we revive and reaffirm it? 
Upon reflection, we realize that work is 
essential for any worth-while accomplishment, 
and co-operation of especial value to any 
project. 

We should be grateful, then, to the pioneer 
women physicians for laying a good founda- 
tion for our present organization, one in 
which we should now be ready to surge for- 
ward into more active group participation. 
This participation is of especial value at this 
time, since the medical women of today do 
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GROUP PARTICIPATION—WRIGHT 


not have the same cohesive force found in the 
women’s medical colleges of the 1860’s, now 
extinct except for the one in Philadelphia. 
Furthermore, whatever values may be found 
in the coeducational school, the special value 
of women working together is not one; hence, 
the need for a medical women’s organization. 
Another need, since women tend to work less 
in groups than do men, is education in this 
area. Such education may be gained by mem- 
bership in this organization, which, based up- 
on its inception, its function, and its develop- 
ment, provides fallow ground for group 
participation. To futher understand group 
participation, it behooves us to consider the 
following points: the dynamics of a group, 
the various types of groups, the growth and 
development of groups, and the especial con- 
tribution of our particular group. 

Let us now examine a little the dynamics of 
a group. If we consider the group for the 
purpose of therapy, “the patients were en- 
couraged to discuss, frankly and in detail, 
their emotional feelings, attitudes, and be- 
havior. The conflicts they were aware of 
were explored and discussed, with interpreta- 
tions being made by other members of the 
group, as well as by the therapist.”* In this 
way, the participants are given a chance to 
ventilate their hostility and release frustrations 
in an accepting and understanding atmosphere. 
In such a group strong solidarity and loyalty 
develop, but these attitudes do not hamper 
friendly competition. If the competition for 
the attention of the therapist becomes un- 
friendly, these feelings can be discussed and 
interpreted. In this way neither the hostility 
nor the competition threatens to disintegrate 
the group. Here, too, a member might take 
considerable time to ventilate her own con- 
flicts, while the others would listen with 
empathy or make appropriately helpful com- 
ments. Always, there is the implicit recogni- 
tion that each has similar difficulties, and each, 
in turn, may expect understanding. Further- 
more, each one in the group is encouraged by 
the therapist to explore her own problems. In 
such a therapeutic group, it is of greater im- 
portance for the therapist to be an empathic 
listener than a giver of advice; however, ap- 
propriately timed interpretations and correc- 
tion of misinterpretations by the patients who 
respond in terms of their own problems are 
essential. Another necessary quality of the 
therapist is to be aware of the degree of emo- 
tional stability of each member in the group, 


J.A.M.W.A.—Juty, 1958 


289 


so that an extremely disturbed patient may not 
be precipitated into a state of panic or a psy- 
chotic episode by the group pressure. Strong 
feelings of group identity and dependence up- 
on the group are feelings to be recognized 
and utilized by the therapist. 

These dynamics, with variations, apply to 
many types of therapy groups, and, although 
the purpose of rehabilitating the individual is 
the same, the composition of the group may 
vary to include adolescent delinquents, prison 
inmates, patients in mental hospitals, or those 
in the geriatric classification. It has been said 
about these “oldsters” that group therapy helps 
to maintain adequate mental and emotional 
adjustment, which are potent factors in phys- 
ical health. In addition to therapy groups 
there are many recreational groups that aim 
to give their members a greater feeling of 
security by enlarging their social contacts and 
experiences. In this age of potential destruc- 
tion, all of these groups—especially the youth 
groups, such as the Boy Scouts, the Girl 
Scouts, and the many under religious super- 
vision—are important as constructive elements 
in society. 

Although we have spoken of group therapy, 
it can be said that most of the previously de- 
scribed components are present in every 
group, though so modified in many groups 
that the comparisons may be difficult to rec- 
ognize. We will speak now of a social group 
in a broad sense of the word, or, more spe- 
cifically, a professional group. Let us, then, 
consider further facts about a social group. 
Dr. J. L. Moreno* in his book “Who Shall 
Survive?” states: 

Whenever two or more people are functioning 
as a social group, that group not only consists of 
those individuals; but more important, perhaps, if 
that is possible, than the individuals themselves, and 
without which the functioning as a social group 
could not be expressed, are the relations which 


maintain between them. It is these intangibles . . .- 


which enable the mathematical sum of a certain 
number of individuals to function as a social group 
.... It might be added that it is a study of emo- 
tional relations between individuals who are func- 
tioning as a social group, or as [a study of] the 
cross-currents of emotions as they play back and 


forth between individuals ... and that the emo- 
tional cross-currents may be thought of in terms 
of energy distribution. . . . It helped us in the be- 


ginning [of our study] to think, although we had 
no definite proof of it, that mankind is a social and 
organic unity. . . . If this whole of mankirid is a 
unity, the tendencies must emerge between the dif- 
ferent parts of this unity, drawing them, at one 
time, apart, and, at another time, together. These 
tendencies may be sometimes advantageous for the 
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parts and disadvantageous for the whole, or ad- 
vantageous for some parts and disadvantageous for 
other parts. These tendencies may become appar- 
ent on the surface in the relation of individuals or 
groups of individuals, as affinities or disaffinities, as 
attractions and repulsions. .. . The next question 
which, by necessity, arose was how this unity 
originated. A closer relationship must have existed 
between individuals in the earlier stages of devel- 
opment; in the absence of social organs, such as 
language, the interactions between the members of 
a group were physically more intimate than in 
levels of a later date. . . . However brilliant the 
spontaneous, creative abiliry of an individual ap- 
peared as long as he acted alone, as soon as he had 
to act together with a group of individuals who 
also had to release spontaneous expression, the 
product often lacked in unity and harmony... . 
In social groups, we sought a technique of free- 
dom, a technique of balancing the spontaneous so- 
cial forces with the greatest possible harmony and 
unity of all. 


So, for our future program, the AMWA must 
keep its freedom of thought and action as the 
most precious American heritage of our lib- 
erty-seeking forefathers but, at the same time, 
become more group-conscious. This does not 
mean loss of individual identity, but accept- 
ance of conformity to the point of working 
together. This new emphasis on group plan- 
ning and group action is not synonymous with 
collectivism but will provide the needed 
change in mental climate from one based on 
individualism to one founded on co-operation. 

To develop another idea, we find that Dr. 
Alan Gregg* in his recent book “For Future 
Doctors” has said: 


What binds our profession together throughout 
the world is, not so much the facts we agree upon 
or the knowledge we share, as the experiences we 
have all gone through and the way we understand 


Our professional history hangs together because 
the cardinal experiences of the doctor with death, 
birth, responsibility and confidence, fear and cour- 
age, ignorance and learning, power and powerless- 
ness, have remained so little changed through the 
centuries, and even through the last few decades. 


It seems that these words emphasize the mean- 
ing of the core of a physician’s organization, 
that is, all members have these common ex- 
periences with certain other human beings, 
their patients, in their most sensitive spots and 
in their times of greatest trial. In speaking of 
specialists Dr. Gregg quotes from Plato’s 
“Charmides”: “And this was the reason why 
most maladies evaded the physicians of Greece 
—that they neglected the whole, on which 
they ought to spend their pains, for if this 
were out of order, it was impossible for the 


part to be in order.” This idea is basic in the 
Gestalt psychology, which emphasizes that 
the whole is more than the sum of its parts. 
This extra something, this unknown quality, 
may be interpreted as the spiritual, Perhaps, it 
is the spiritual element that is so keenly felt in 
certain small groups, for has it not been said 
in the Scriptures, “Where two or three are 
gathered together in my name, there am I in 
the midst of them?’’® 

To turn our attention to other types of 
groups, we know that any organized minority 
group may have more influence than a larger 
number of people who are unorganized. The 
so-called pressure groups in Congress are 
numerous and well known for this function. 
Are there values in a minority group other 
than pressure? Assuredly, stamina, courage, 
and initiative are assets for an individual in a 
minority group, and, for one with these quali- 
ties, living in such a group may be a maturing 
process. Furthermore, a group usually serves 
as a medium through which a message may be 
expressed. Therefore, with a few exceptions, 
such as the President of the United States or, 
occasionally, an evangelist of the stature of 
Billy Graham, the individual’s voice is lost in 
the multitude; but, through an organization, 
his message may be widely disseminated. 

We have spoken of therapy groups and 
pressure groups, and now we will discuss 
briefly civic and educational groups. Women’s 
clubs throughout the country had purpose in 
local civic and community life but were of 
less importance in the educational field until 
they became national. Now, many of these 
same organizations—for instance, the Ameri- 
can Association of University Women, the 
National Federation of Business and Profes- 
sional Women’s Clubs, and the General Fed- 
eration of Women’s Clubs—have become in- 
ternational; we, of the AMWA, are part of 
the Medical Women’s International Associa- 
tion, and, in this way, we join hands with 
medical women in many other countries. This 
means that we must also assume some re- 
sponsibility for their problems and offer to 
exchange remedies on an educational basis, as 
has been accomplished by the American 
Women’s Hospitals as a medical service. The 
recent trend for expansion of national organi- 
zations into international ones has steadily 
increased until many of them in this country 
have now combined with those of similar in- 
terests in other countries; so the growth of 
such professional organizations, although not 
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so startlingly rapid in development as the 
sputniks of today, is steady and continual. 

This interchange of ideas and _ personnel 
leads to better understanding among nations, 
and, remembering that the impossible only 
takes a little longer, this understanding may 
lead onward to the day of universal brother- 
hood. In this way, this organization will then 
take its place, not only with participating 
members but as a participating organization 
among others of its kind—for instance, the 
World Medical Association—and, in that way, 
give to all peoples its service, strength, and 
stability. To quote Sir Walter Scott, “The 
race of mankind would perish did they cease 
to aid each other. We cannot exist without 
mutual help. All, therefore, that need aid have 
a right to ask it from their fellowmen; and 
no one who has the power of granting can 
refuse it without guilt.’ 

If, then, the group is to play such an im- 
portant role in our future destiny, can it func- 
tion without a leader? The answer is obvious: 
A leader is of utmost importance but should 
be one with special qualifications, such as 
sensitivity to others, the ability to tap and 
develop the best in the various members of the 
group without domineering or overshadowing 
them, and adequate training for group lead- 
ership. Such leadership is different from that 
of the individualistic type, that kind of leader- 
ship in which an individual, by force of his 
own intelligence, drive, and personality, builds 
a business and dominates it in such a way that 
all others are subservient to him. To the so- 
called rugged individualists of the past era, we 
owe much of our business success today; but, 
in the past decade, there has been an emerg- 
ence from this type of control to one of a 
more co-operative way of functioning. Even 
small business institutions are now compart- 
mentalized so that heads of departments form 
a group to advise with the president or ad- 
ministrator in managing affairs. In such an 
organization not only more participation but 
more responsibility is required of the group. 

It is in such a phase that I see this organiza- 
tion. Transitional periods are hard; but, once 
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the transition is made, the progress is less 
rigorous. I, therefore, envision this organiza- 
tion not only functioning well, as expected of 
such an organization, but, by understanding 
the needs and requirements of a group, grow- 
ing in strength so that it may be a far greater 
influence in the future. In this way, we can 
all proudly look to the AMWA as a leader 
amongst other groups, for, as George Santay- 
ana has said, “He who is disposed to ignore 
history must be prepared to repeat it.’ 

Medical visitors from foreign lands speak 
highly of the teamwork found in the United 
States and of the friendliness of the women 
physicians contacted. These are valuable as- 
sets and should be emphasized, as should also 
the following points, given us by the last three 
presidents of this organization in their inau- 
gural addresses: namely, the need for physi- 
cians to know the “whole patient” in order to 
give adequate professional care; the import- 
ance for the physician to have his eyes on the 
“horizon” in order to look into the future for 
new resources in treatment; and the value to 
humanity for the physician, as a true healer, 
to have faith in himself, as well as in those 
who come to him for professional help. Shall 
we, then, keep our sights turned toward these 
long-range goals and, as participating mem- 
bers of this group, expect our efforts to travel 
far into the future? Assuredly, we can meet 
this challenge and, as a group, can then fulfill 
the purpose for which this organization was 
founded. 
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The New York Infirmary's 
Polyglot Population 


SAMUEL BLACKWELL, FATHER of Drs. Eliza- 
beth and Emily Blackwell, believed that peo- 
ple of all nationalities, races, and colors were 
equal, and by his courage and beliefs set an 
example for his children to follow. When 
Elizabeth Blackwell opened her dispensary in 
1854 to help the poor people in the heart of 
one of New York’s slums, three quarters of 
her patients were foreign-born. 


Infirmary sign in three languages. 


Since then, the aim of the founders has 
been carried out by keeping the New York 
Infirmary close to a polyglot population to 
whose needs the staff of the hospital is ready 
to minister, whether on health problems, as 
interpreters, or as friends. The neighborhood 
has changed many times through the years 
(Irish, German, Jewish, Italian, Polish, Greek, 
and so on), and the patients represent a true 
cross section of all nationalities and religious 
beliefs. For example, patients discharged in 
1955, not including newborn infants, had the 
following variety of religious beliefs: 
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And patients discharged in 1955, not including 
newborn infants, came from 
areas, as follows: 
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8 
East Indies, Japan, Philippine 
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Patients wait for their appointment in Strang Clinic. 


From the first there was always racial and 
religious understanding. It was believed that 
experience with a diversified population would 
be of invaluable experience to young women 
interns and residents, who themselves have, 
through the years, represented all nations. At 
one time most of the foreigners came from 
Eastern or Middle Europe, or from China. As 
world conditions have changed, so has the 
representation of the nationalities of these 
young physicians. For example, during the 
past eight years there have been on the intern 
and resident staff representatives of 27 locales, 
exclusive of these from the United States. 
There has been an increasing number from the 
Philippines as returning doctors spread reports 
of the excellent training and opportunities 
given women in this hospital. 

Since 1950, 28 girls have come from the 
Philippines; 7 from Greece; 5 each from Ger- 
many and China; 3 each from Poland and 
Korea; 2 each from Austria, Chile, Estonia, 


Dominican Republic, England, Peru, and 
Switzerland; and 1 each from Bulgaria, Co- 
lombia, Formosa, French Morocco, Haiti, 
Honduras, Hungary, India, Iran, Israel, Japan, 
Yugoslavia, Romania, and West Ukraine. 

The language barrier has grown less serious, 
and the girls have been able to enter into life 
here more speedily, since more of them, par- 
ticularly those from the Philippines, have had 
better training in English before coming. 

Most of the girls are shy in their new en- 
vironment and it has been a fascinating study 
to watch their personalities develop as they 
come to understand our ways and language 
and begin to take responsibility in the same 
degree. As they leave they take with them 
knowledge and methods learned here and 
secure positions of honor and responsibility in 
hospitals and colleges all over the world, 
many of which they, like Elizabeth Blackwell, 
have been instrumental in founding. 


Resident physician takes case history from patient 
in gynecology clinic. 


The Midyear Meeting of the Board of Directors, AMWA, will be held on Nov. 13-16, 1958, 


at The Woodner in Washington, D. C. 
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Blackwell Awards of the New York Infirmary 


The annual ceremony of presentation of 
the Elizabeth Blackwell awards took place on 
Jan. 19, 1958, at the New York Infirmary. The 
awards, established by Mrs. Frank Vanderlip, 
President of the hospital, in 1949, are made 
each year to a number of women physicians 
who have made significant contributions to 
the science, practice, or teaching of medicine. 


The recipients this year are Dr. Emily Lois 
Van Loon of Philadelphia, in recognition of 
her distinguished achievement in the teaching 
and practice of otolaryngology; Dr. Caro- 
line Bedell Thomas of Baltimore, in recogni- 
tion of her outstanding contribution in teach- 
ing and investigation in the field of internal 
medicine; ‘and Dr. Harriet G. Guild of Balti- 
more, in recognition of her outstanding teach- 
ing and clinical investigation in the field of 
pediatrics. 


Preceding the ceremony a luncheon for the 
candidates, speakers, the Executive Committee 
of the Medical Board of the Infirmary, and 
members of the Elizabeth Blackwell Citations 
Committee was given by Mrs. Frank Altschul, 
Chairman, at the Gramercy Park Hotel. 

At the ceremony Mrs. Altschul, Chairman 
of the Elizabeth Blackwell Citations Commit- 
tee, presided. She presented the candidates to 
Mrs. Vanderlip and read their citations. Mrs. 
Vanderlip, after a few words of greeting con- 
ferred the awards. Dr. Van Loon made the 
acceptance speech for the candidates. The 
guest speaker who delivered the principal ad- 
dress of the occasion was the Honorable John 
J. McCloy, Chairman of the Board of Direc- 
tors of the Chase Manhattan Bank, formerly 
United States High Commissioner for Ger- 
many. Following the ceremony, tea was 
served. There were almost 300 guests present. 


Left to right: Dr. Emily Lois Van Loon, Dr. Harriet Griggs Guild, and Dr. Caroline Bedell Thomas 
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CITATIONS 


“The New York Infirmary hereby makes 
this citation of Dr. Harriet Griccs for 
her distinguished achievements in pediatrics as 
a physician, teacher, and investigator. 

“Early in her career, her scholarly attain- 
ments were recognized at Vassar by her elec- 
tion to Phi Beta Kappa, and at Johns Hopkins 
Medical School by her election to Alpha 
Omega Alpha. 

“After completing her training, Dr. Guild 
joined the full-time staff of Johns Hopkins 
Medical School, where she is now associate 
professor of pediatrics; she is also pediatrician 
at the Harriet Lane Home of the Johns Hop- 
kins Hospital. As a brilliant clinician and 
superb teacher she has had great influence on 
the future careers of large numbers of stu- 
dents, inspiring many who have gone far in 
pediatric research and giving to all a deep de- 
sire to attain a better understanding of children 
and their diseases. By her careful clinical in- 
vestigations Dr. Guild has made important 
contributions to our knowledge of diabetes, 
nephrosis, and other metabolic diseases of 
childhood. Modest and self-effacing, there is 
no one at “The Hopkins” who commands 
greater respect from her students and her 
colleagues. 

“The New York Infirmary is proud to con- 
fer the Elizabeth Blackwell award on Dr. 
Harriet Griggs Guild.” 


“The New York Infirmary hereby makes 
this citation of Dr. CaroLine BepeLtt THOMAS 
for her contributions to fundamental and 
clinical research in internal medicine. 

“She was honored at Smith College by elec- 
tion to Phi Beta Kappa, and at Johns Hopkins 
Medical School by election to Alpha Omega 
Alpha. In 1957 she received from the Ameri- 
can College of Physicians the James D. Bruce 
Memorial Award in Preventive Medicine for 
her pioneering work in the prevention of 
rheumatic fever. 

“Since 1945 Dr. Thomas has been visiting 
physician at Johns Hopkins Hospital and in 
1952 was made associate professor of medicine 
in Johns Hopkins Medical School. Her experi- 
mental and clinical investigations have ex- 
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plored cardiovascular physiology, its neuro- 
genic control, and the role of the kidney. 
Since 1946 she has been concerned with basic 
research: the factors that may be significant 
precursors of hypertension and coronary 
disease. These accomplishments are all the 
more remarkable in that along with them Dr. 
Thomas has made a career of her home. In 
1935 she married a professor of medicine at 
Johns Hopkins, Dr. Henry Thomas, and has 
successfully raised three children. 

“The New York Infirmary is proud to con- 
fer the Elizabeth Blackwell award on Dr. 
Caroline Bedell Thomas.” 


“The New York Infirmary hereby makes 
this citation of Dr. Emiry Lots Van Loon for 
her outstanding work in the teaching and 
practice of otolaryngology. 

“A native of Philadelphia, she obtained her 
B.A. from Swathmore, her M.D. from the 
Woman’s Medical College of Pennsylvania, 
and her Master of Science in Medicine from 
the Graduate School of the University of 
Pennsylvania. 

“Early in her career, Dr. Van Loon studied 
and worked with Dr. Chevalier Jackson, be- 
coming proficient in the then new technique 
of bronchoscopy, particularly its use in chil- 
dren. As an outstanding expert in this pro- 
cedure she has served on the staffs of a num- 
ber of Philadelphia hospitals. In her operating 
room is a framed collection of strange objects 
she has retrieved from her patients’s lungs and 
throats—a tribute to her skill and a memorial 
to human carelessness. 

“Dr. Van Loon has been, since 1931, profes- 
sor of otolaryngology and of bronchoscopy at 
the Woman’s Medical College of Pennsyl- 
vania. She is a skillful surgeon with the traits 
of a great teacher; she shows sympathetic de- 
votion to her patients, a dedicated sense of 
responsibility, and an inquring mind. Her keen 
sense of humor adds to the interest of her 
lectures, both professional and popular. In 
addition to teaching and practicing she has 
found time to serve her medical school in 
many capacities, and is now president of the 
staff of the College Hospital. 

“The New York Infirmary is proud to con- 
fer the Elizabeth Blackwell award on Dr. 
Emily Lois Van Loon.” 
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Memorial to 
ELLEN CULVER POTTER (1871-1958) 


Cutver Porter, born in New Lon- 
don, Conn., in 1871, daughter of Thomas W. 
and Ellen (Culver) Potter, of old colonial 
stock, died on Feb. 9, 1958, in Philadelphia at 
the Hospital of the Woman’s Medical College 
of Pennsylvania. The Woman’s Medical Col- 
lege, her alma mater, together with many 
other medical and social service organizations, 
has suffered a great loss in the passing of a 
woman physician dedicated to untiring service 
to her fellowmen. She was known in many 
capacities—as physician, teacher, lecturer, and 
administrator, and in the fields of medicine, 
public health, and social welfare. 

Early in life her major interest was in art: 
She spent two years at the Academy of Arts 
in Boston, one year at the Art Student’s 
League in New York City, and a number of 
months during the summers in Europe. The 
change from art to medicine (in her own 
words) was due to a suggestion of one of her 
professors of art, who said to his class: ““You 
can never be a good artist unless you know 
how the other half lives! Go down to New 
York and live in the College Settlement!’ So I 
went.” Frequently on visits to the tenement 
dwellers she was asked for medical advice; this 
resulted in her decision to study medicine. She 
entered the Woman’s Medical College of 
Pennsylvania and graduated in 1903. 

She interned at the Woman’s Hospital of 
Philadelphia and was the first resident physi- 
cian at the Hospital of the Woman’s Medical 
College in 1904. After completion of her resi- 
dency in 1905 she began private practice in 
Germantown. Her emphasis in general prac- 
tice, however, was on gynecology and ob- 
stetrics. During the years of active medical 
practice she had staff affiliations at the follow- 
ing hospitals: Philadelphia General, German- 
town, Howard, Woman’s, and Woman’s Med- 
ical College of Pennsylvania. Her interest in 
medical-social welfare began early in her 
career, and in 1918 she became special lecturer 
in social hygiene at Bryn Mawr College. She 
was a member of the staff of the Bureau of 
Municipal Research, Philadelphia, in 1918. She 
was director of the Hospital of the Woman’s 
Medical College in 1919-1920 and _ special 


lecturer and supervisor of social hygiene, State 
of Pennsylvania, in 1920. Her interest in help- 
ing the other half live now became the dom- 
inant factor in her medical life, and she was 
appointed chief of the Division of Child 
Health, Department of Health, Pennsylvania, 
in 1921. In 1923 she was appointed Secretary 
of Welfare, State of Pennsylvania, by Gover- 
nor Pinchot. Thus, she was the first woman to 
hold a position of cabinet officer in any state 
cabinet in the United States. Governor 
Pinchot once called her “the best man in my 
cabinet.” Her portrait hangs in the capital 
building in Harrisburg. 

During 1930 to 1935 she was a consultant to 
the Children’s Bureau. In 1927 she was ap- 
pointed director of medicine, Department of 
Institutions and Agencies of the State of New 
Jersey. She was then appointed to the Hoover 
Commission on Unemployment; to the Wick- 
ersham Commission and Woman’s Prisons and 
Parole; to the Technical Committee of the 
President’s Commission on Social Security; 
and to the Federal Emergency Relief Admin- 
istration, as director of policy in relation to 
transients. 

Dr. Potter held prominent offices in the fol- 
lowing medical and social welfare organiza- 
tions: president, American Medical Woman’s 
Association, 1927-1928; president of board, 
Woman’s Medical College of Pennsylvania, 
1941-1943; president, New Jersey State Con- 
ference of Social Work, 1940-1945; and presi- 
dent, National Conference on Social Work, 
1945-1946. Many honors were bestowed on 
her. She was elected Woman of the Year by 
the New Jersey Branch of AMWA in 1953; 
given the W. S. Terry, Jr. Merit award in 
1948; and given the Elizabeth Blackwell award 
in 1954. She received the honorary degree of 
LL.D. from Rutgers University in 1936 and 
the degree of D.S.Sc. from Woman’s Medical 
College of Pennsylvania in 1950. 

She was a fellow of the American College 
of Physicians, American Public Health Asso- 
ciation, and American Medical Association; 
an honorary member of the American Psychi- 
artic Association; member of the Ameri- 
can Medical Women’s Association, the Board 
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of Corporators, Woman’s Medical College of 
Pennsylvania, the American Public Welfare 
Association, the New Jersey State Safety 
Council, and the Advisory Council to the 
Division of Chronic Disease Prevention, New 
Jersey State Health Department; and member 
and chairman of the International Commission 
on Chronic Illness for several years. 

Ellen Potter contributed many articles to 
numerous journals in the medical and social 
fields. In these she presented advanced ideas 
of social welfare and preventive medicine, 
which have in recent years been instituted. 

Those who worked with Ellen Potter rec- 
ognized her wide vision and advanced ideas of 
medical care for the many, as well as her in- 


She had a great capacity for work and a 
determination to search for details and cause 
and effect in dealing with medical-social prob- 
lems. Her thinking was unusually clear, and, 
in conference, after much discussion, she fre- 
quently gave the final form to the conclu- 
sions reached by an entire group. She had a 
keen sense of humor and a willingness to see 
both sides of a question. Although she was an 
excellent teacher, she was most successful as 
an administrator. She combined a wide vision 
of needs in the medical-social fields, with the 
ability to execute the visioned plan. 


—Frieda Baumann, M.D. 
Editor 


terest in prevention of all forms of disease. 


Facts About Hospitals 


During the last two decades the proportion of the American population admitted to hospitals 
has more than doubled, Health Information Foundation reports. But the average length of stay 
per person has declined by almost half—from 41.1 days per person in 1935 to 22.4 days in 1956. 

Utilization of general hospitals has increased more sharply recently than use of mental and 
tuberculosis hospitals. Even so, the country’s psychiatric hospitals still account for more than 
half of all patient-days. 

Men require more hospital treatment than women, even though women’s admission rates are 
much higher during the childbearing years. 

Rural residents are admitted to hospitals more often than urban residents; but, city dwellers, 
once admitted to hospitals, generally require a longer stay. 


Bibliography of Medical Reviews 


In June, 1958, the third annual volume of “Bibliography of Medical Reviews” was published. 
Review articles listed in volumes 1 and 2 were gathered as a by-product of the “Current List 
of Medical Literature” operation and were duplicated in the parent publication in another format. 
With volume 3, however, the collection of review articles was extended to all of the current 
journals received by the National Library of Medicine. The result has been the inclusion in 
volume 3 of approximately 600 non-“Current List” articles along with the 2,300 review articles 
also listed in the “Current List.” 

The 1958 volume of the “Bibliography of Medical Reviews” is arranged by subject with a 
separate author index and will contain approximately 2,900 references to review articles in clin- 
ical and experimental medicine and allied fields which have appeared largely in 1957. Copies 
of volume 3 for 1958 will be available from the Superintendent of Documents, U. S. Govern- 
ment Printing Office, Washington 25, D. C., at a price presently estimated at $1.25. 
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FELLOWSHIPS IN PSYCHIATRY 


The American Psychiatric Association has 
received a grant of $100,000 from Smith, 
Kline and French Foundation to continue the 
Foundation’s Fellowships in Psychiatry 
through 1960. The fellowships originated in 
1955 and are administered by a committee 
appointed by the American Psychiatric Asso- 
ciation. More than 150 physicians and medical 
students have benefited from these awards. 
The programs have ranged from a study of 
suicide rates to extension training programs in 
psychotherapy and psychosomatic medicine. 

Staff psychiatrists from state hospitals have 
been enabled to take advanced training at 
some of the nation’s leading psychiatric 
training centers. Other physicians, many in 
state mental hospital service, participated in 
extension training programs. Visiting lecture- 
ships and teaching fellowships were estab- 
lished at five mental hospitals. The financial 
opportunity also has been provided for more 
than 50 medical students who undertake sum- 
mer programs to enrich their undergraduate 
psychiatric studies. A number of these stu- 
dents have indicated their intention to special- 
ize in psychiatry. 

These fellowships have three basic objec- 
tives: first, that it is essential to bring new 
knowledge of therapies, techniques, and prac- 
tices to bear on the treatment and care of 
patients in mental hospitals and schools for the 
retarded; second, that the recruitment of a 
vast new corps of psychiatrists is direly need- 
ed; and, third, that it is important to broaden 
the skills of physicians in nonpsychiatric prac- 
tice to enable them to handle the emotional 
problems of their patients. 

Dr. Daniel Blain, Medical Director of the 
American Psychiatric Association, has said 
that at the current rate it will take upwards 
of 20 years before the United States produces 
the psychiatrists the nation needs in 1958. A 
greater shortage exists in state mental hospi- 
tals, which, on the basis of current minimum 
APA standards, have only 45 per cent of the 
phvsicians needed. 

Seven main types of fellowships are avail- 
able: (1) support for advanced training of 
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full-time staff psychiatrists of public mental 
hospitals and schools for the retarded; (2) 
awards to hospitals for visiting lectureships 
and for teaching fellowships; (3) support to 
medical schools and teaching centers for ex- 
tension training programs; (4) student fellow- 
ships to encourage talented medical students 
to broaden their experience in psychiatric ap- 
proaches and practice; (5) medical fellow- 
ships to encourage broadened skills in han- 
dling of psychiatric problems by physicians 
other than psychiatrists; (6) foreign scholar 
lectureships to bring outstanding men to the 
United States; and (7) residency training fel- 
lowships under unusual circumstances. 

Members of the committee are Drs. Ken- 
neth E. Appel, Philadelphia, Chairman; Daniel 
Blain, Washington, D.C.; Henry Brill, Albany, 
N.Y.; Jacob E. Finesinger, Baltimore; Francis 
J. Gerty, Chicago; Robert G. Heath, New 
Orleans; David A. Young, Raleigh, N.C., and 
Seymour Vestermark, Bethesda, Md. 

Applications for fellowships are considered 
in May and October and must be received by 
April 1 and Sept. 15. Information and applica- 
tion forms may be obtained from the com- 
mittee, Box 7929, Philadelphia. 


LAW-MEDICINE RESEARCH 


Over 70 per cent of all litigation in courts 
involve substantial or controlling issues de- 
pendent upon medical proof. Government 
programs involving innumerable legal consid- 
erations are becoming more and more signi- 
ficant in medical practice, public health, and 
medical care programs. Advances in medical 
science, particularly in psychiatry and other 
behavioral sciences, are having a great effect 
on the traditional rules of criminal responsi- 
bility, civil competency, and other fields of 
law. Also, many medical scientists are con- 
cerned about growing governmental and 
other legal restrictions in various areas of 
medical scientific work, such as procurement 
of anatomic specimens, experimental animals, 
and tissue transplantation. The field of law- 
medicine research is new and underdeveloped, 
and basic research is one of its greatest needs. 
These reasons were cited by President Harold 
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C. Case of Boston University as indication of 
need for a program of research and training 
in the interdisciplinary areas of law, medicine, 
and the behavorial sciences. A Law-Medicine 
Research Institute, the first of its kind in the 
United States, has been established at Boston 
University. The Institute will conduct courses 
in medicolegal areas and will regularly spon- 
sor a lecture series for the practicing members 
of the profession. 


EMOTIONAL HEALTH IN INDUSTRY 


The Thirteenth National Industrial Health 
Conference, which met in Atlantic City, 
April 19-25, was attended by over 3,000 oc- 
cupational health specialists, businessmen, and 
labor leaders. A total of 134 papers was pre- 
sented on topics related to radiation, mental 
health in industry, air pollution, noise, medi- 
cal care and in-plant health service, industrial 
dentistry, and industrial nursing. 

The section on Mental Health in Industry 
reported that studies have shown that as much 
as one third of sickness absenteeism in indus- 
try is due to mental health problems. A sym- 
posium centered discussion on the early rec- 
ognition of emotional problems by industrial 
physicians. 


MEDICAL CIVIL DEFENSE EMBLEM 


The Government of the Principality of 
Liechtenstein has been the first to ratify the 
protective emblem for civilian physicians, 
medical personnel, and medical care establish- 
ments, approved by the Tenth General As- 
sembly of The World Medical Association. 
The Liechtenstein Medical Association ap- 
proved the emblem and secured recognition 
and jurisdiction from its government. The de- 
cree recognizing the status of the protective 
emblem was signed by Dr. Alexander Frick, 
Chief of Government. A number of the 53 
member associations of The World Medical 
Association have approved the emblem and 
Regulations During Armed Conflict and sub- 
mitted these to their governments for legisla- 
tive action in order to ensure recognition and 
jurisdiction. 

Representatives of The World Medical 
Association worked with the International 
Committee of the Red Cross, the International 
Committee on Military Medicine and Pharm- 
acy, and the World Health Organization as 
observers in preparing the design and estab- 
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lishing the code of regulations governing the 
care of the sick and wounded in time of 
armed conflict. 

The design of the protective emblem is a 
straight stick and a snake, represented by a 
sinuous line over the stick with two undula- 
tions on the left side and one undulation on 
the right side in red displayed on a white 
field. The need for such an emblem arose 
when it was fully realized that civilian physi- 
cians, their assistants, and medical care estab- 
lishments were not protected by the Red 


Cross through the Geneva Convention of 
1949. 


BOOKLETS PREPARE FOR 
CHILD’S HOSPITAL EXPERIENCE 


The Children’s Hospital of Columbus, Ohio, 
has available a set of companion booklets that 
attempt to solve the problem of how to pre- 
pare both the patient and the parents for a 
child’s hospital experience. One is a 32-page 
picture book telling the child’s story in the 
words and through the eyes of a child; the 
other is a comprehensive 16-page manual 
telling parents exactly what they can and 
should do to help their child most. 

The latter emphasizes that the parents 
themselves are on the “healing team.” The 
first part of the booklet deals with What You 
Should Know and covers What You Can Do, 
Now, What to Bring, How We Admit Your 
Child, Then to Bed, And So, Until Tomor- 
row, When You Come Back, Our Accom- 
modations and Services, and Time To Go 
Home. The rest of the booklet covers fi- 
nances, information about the child’s progress, 
something about the operation of the hospital 
and its personnel, and a form for the parents 
to assess the hospital service. The booklet is 
illustrated with pictures and drawings. 

The picture book is titled “The Time Dede 
Went to the Hospital” and is designed for 
boys and girls from 3 to 10 years. The text is 
simply prepared so that even “preschoolers” 
will understand when it is read to them. The 
story is told by Dede, a 6 vear old, on the 
theory that children pay more attention to 
other children’s stories than to those told by 
adults. It is beautifully illustrated with natural 
light photographs. Dede in real life is Donise 
Ann Martin, the daughter of Mr. and Mrs. 
Tom Martin of Dayton, Ohio. The booklet 
is given to each child and becomes a personal 
record of the hospital experience. The last 
page is for autographs of “My New Friends.” 
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News of Branches 


BrancH Four, New Jersey, met for a 
luncheon meeting on March 26 at the Medical 
Society Building in Trenton. The program 
that followed a short business meeting was the 
discussion by Branch Four members of the 
tape recording of the panel on “Emotional 
Health of the Family,” presented at the 
AMWA 1957 Annual Meeting. Dr. Laura 
Morrow of Passaic, psychiatrist, commented 
on Dr. Blandina Worcester’s discussion of 
“Parent-Child Relations as Seen Through the 
Eves of a Pediatrician.” Dr. Elisabeth Ward, 
endocrine gynecologist of Newark, discussed 
points made in Dr. Sophia Kleegman’s paper 
on “Preparation for Marriage and Marriage 
Counseling.” 

Dr. Rita Finkler led discussion on “The 
Handling of Congenital Anomalies.” 

On Jan. 15 Dr. Lydia Hauck of Irvington 
was honored as Medical Woman of the Year 
(1958) at a dinner given by Branch Four. Dr. 
Sylvia Becker, President of the Branch, pre- 
sided. Dr. Carye-Belle Henley was in charge 
of arrangements for the meeting. Dr. Hauck 
is a graduate of Woman’s Medical College of 
Pennsylvania. Her medical school days were 
presented through amusing and human inter- 
est stories by three of her classmates, Dr. Ella 
Coughlan, Dr. Rita Finkler, and Dr. Eva 
Brodkin. Dr. Brodkin told of Dr. Hauck’s un- 
selfish and untiring efforts in philanthropic 
work, as well as her aid and encouragement 
to women in medicine. 

As part of the dinner ceremony a gaily 
decorated cake was placed before Dr. Hauck. 
On being presented the Medical Woman of 
the Year plaque by Dr. Coughlan, Dr. Hauck 
said that she would “pass on the favor by en- 
couraging young girls to enter our wonderful 
profession.” 

Dr. Louella Watkins, a dentist, and daughter 
of Dr. Hauck, was present for the ceremony. 


Members or BrancH Tuirty-THree, Mi- 
AMI, FLoripa, were the hosts at a buffet sup- 
per in the home of Dr. Jean Jones Purdue, 
Miami Beach, on April 13, given in honor of 
the senior women medical students and the 
physicians of the Latin American countries 
and the United States who attended the VI 
Congress of the Pan American Medical Wom- 
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en’s Alliance. A short business meeting fol- 
lowed at which officers were elected and 
discussion was held of how the Branch could 
implement the program and objectives of the 
Association. Additional areas of interest, such 
as meetings or programs related to the man- 
agement of business, and legal matters of 
personal nature such as settling estates, were 
discussed. Lillian Majally, Executive Secre- 
tary, attended this meeting as part of a field 
visit to the Southeastern states. 


Brancu Tuirty-One, Mississippi, met on 
April 9, to reactivate the membership and 
program. The Branch had become inactive, 
and at the invitation of Dr. Helen Cannon- 
Bernfield, Regional Director of the Southeast 
Central Region, the physicians of the Jackson 
area met with the Executive Secretary, Lillian 
Majally, for a re-evaluation of the AMWA 
and the need for active branch participation 
in the program and activities of the Associa- 
tion. Dr. Blanche Lockard was elected presi- 
dent, and Dr. Gussie R. Higgins-Carr was 
named membership chairman. Seven women 
medical students were present, and they re- 
quested and received approval to become the 
junior section of the active Branch. A second 
meeting was held on May 15. There are 42 
women physicians in the State, and 10 special- 
ties plus general practice are represented. 


Dr. Mary B. H. Michal, Regional Director 
of the South Atlantic Region, and the mem- 
bers of Brancn Tuirtry-[Two, Western 
NortH Caro.ina, were hostesses at a break- 
fast on May 6 to the women physicians at- 
tending the One Hundred Fourth Annual 
Session of the Medical Society of the State of 
North Carolina. Lillian Majally, Executive 
Secretary, was guest speaker for the breakfast. 

While in Asheville, Mrs. Majally was also 
guest speaker at the Installation of Officers 
Tea for the Asheville Business and Profes- 
sional Women’s Club. The programs of 
AMWA for the past four years were de- 
scribed. Great enthusiasm was aroused for as- 
sistance with BPW programs in the same 
areas. Assistance of this nature carries out the 
objective of the Association “to encourage so- 
cial and co-operative relations within and 
without the profession.” 
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Opportunities for Women in Medicine 


COURSES 


Gastroenterology. The American College 
of Gastroenterology will give its annual 
course in postgraduate gastroenterology at 
the Jung Hotel, New Orleans, Oct. 23-25. For 
information and enrollment write to the 
American College of Gastroenterology, 33 
W. 60th St., New York City 23. 


Postgraduate Medical Seminar-Cruises. Ohio 
State University College of Medicine is spon- 
soring a 15 day West Indies-South American 
cruise, sailing on Nov. 11 from Wilmington, 
N.C., and visiting Havana, San Blas Islands, 
Cristobal, Curacao, La Guaira, St. Thomas, 
and San Juan. The medical seminar constitutes 
30 hours of acceptable Category 1 Postgrad- 
uate Requirements (A.A.G.P.). 

The Kentucky Academy of General Prac- 
tice, with faculty members from the Univer- 
sity of Louisville School of Medicine, is spon- 
soring a 10 day West Indies cruise, sailing on 
Nov. 28 from Wilmington, N.C., and visiting 
San Juan, St. Thomas, Cuidad Trujillo, and 
Nassau. The medical seminar constitutes 20 
hours of acceptable Category 1 Postgraduate 
Requirements (A.A.G.P.). 

The Albany Medical College of Union 
University is sponsoring a 16 day Caribbean- 
Panama cruise, sailing from New York on 
Jan. 7, 1959, and visiting Nassau, Havana, 
San Blas Islands, Cristobal, Cartagena, San 
Juan, and Cuidad Trujillo. The seminar con- 
stitutes 22 hours of acceptable Category 1 
Postgraduate Requirements (A.A.G.P.). 

Duke University School of Medicine is 
sponsoring its Fourth Seminar cruise, sailing 
from New York on Jan. 14, 1959, for a 24 
day European cruise. Visits will be made to 
Tangier, Gibraltar, Palma, Palermo, Naples, 
Rome, Florence, the Italian Riviera, and Nice. 
The medical seminar constitutes 30 hours of 
acceptable Category 1 Postgraduate Require- 
ments (A.A.G.P.). 

For literature on these four cruises write to 
Allen Travel Service, Inc., 565 Fifth Ave., 
New York City 17. 
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Training for Orthopedic and Prosthetic 
Technicians. The Institute for the Crippled 
and Disabled, the Presbyterian Hospital in 
New York City, and Columbia University are 
offering two nine-month training courses 
starting Sept. 8, 1958. Candidates will be ac- 
cepted from all parts of the world in an effort 
to meet the international shortage of qualified 
brace-making and limb-making technicians. A 
brochure and application may be obtained 
from Charles R. Goldstine, Institute for the 
Crippled and Disabled, 23rd Street at First 
Avenue, New York City 10. Applications re- 
ceived prior to Aug. 1 will be given prefer- 
ence for enrollment. 


FELLOWSHIPS 


American Psychiatric Association. Four 
types of fellowships for individuals have been 
made available: (1) support for advanced 
training of full-time staff psychiatrists of pub- 
lic mental hospitals and schools for the re- 
tarded; (2) student fellowships to encourage 
talented medical students to broaden their 
psychiatric approaches and practice; (3) 
medical fellowships to encourage broadened 
skills in the handling of psychiatric problems 
by physicians other than psychiatrists; and 
(4) residency training fellowships under out- 
standing circumstances (see page 298 of this 
issue). Applications for October consideration 
must be received by Sept. 15. Information and 
applications may be obtained from the Amer- 
ican Psychiatric Association, Smith, Kline and 
French Foundation’s Fellowship Committee, 
Box 7929, Philadelphia. 


MEETINGS 


Public Health. The American Public Health 
Association will hold its 86th Annual Meeting 
in St. Louis, Oct. 27-31, 1958. The program 
will include 14 specialized sections and is ex- 
pected to attract more than 4,000 health spe- 
cialists. Further information is available from 
the American Public Health Association, 1790 
Broadway, New York City 19. ' 
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News of Women in Medicine 


Dr. Carotine H. of Centreville, 
Dr. Saran M. Peyton of Crisfield, and Dr. 
Auice of Baltimore have 
been appointed members of the Committee on 
Diabetes of the Medical and Chirurgical 
Faculty of Maryland, and Dr. Isaser H. Mc- 
Curnton of Kingsville has been appointed 
as a member of their Geriatrics Committee. 


Dr. Vernette Fox, Medical Director, 
Georgian Clinic, Atlanta, Ga., presented a 
paper on “Religious Therapy in an Alcoholic 
Clinic” at the Fourteenth Annual Meeting of 
the National Council on Alcoholism, held in 
New York, March 26-28. Dr. Fox is the im- 
mediate past-president of Branch Twenty- 
Nine, Atlanta. 


Dr. Mary W. Harris was presented with 
an honorary life membership on the Medical 
Staff of Ross (California) General Hospital 
on April 1, 1958, in recognition of her more 
than 20 years of service to the hospital as 
house physician. She was honored by 80 staff 
physicians and fellow members of the Business 
and Professional Women’s Club. Dr. CHARNA 
Perry of Sausalito, former Corresponding 
Secretary of AMWA, participated in the 
presentation ceremony. 


Dr. Mary E. Jounson, Tazewell, Va., was 
elected to serve a two year term as director 
of the American Academy of General Prac- 
tice at the Tenth Annual Assembly of the 
Academy, held in Dallas recently. 


Dr. Vircinta Hamitton Matey, Carters- 
ville, Ga., spoke to members of the Carters- 
ville Rotary Club on the subject of cancer. 
The film, “The Warning Shadow,” was used 
to illustrate her lecture. 


Dr. Mary B. H. Micnat of Boone, N.C., 
AMWA Regional Director, was honored on 
Doctor’s Day, March 30, by the city govern- 
ment of West Jefferson, for rendering out- 
standing service in the field of public health 
in the tricounty area of Ashe, Alleghany, and 
Watauga. 


Dr. CatrHertne A. NEILL, Assistant Profes- 
sor of Pediatrics at Johns Hopkins School of 
Medicine, participated in the annual cardio- 
vascular seminar sponsored by the Mississippi 
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Heart Association and the University of Mis- 
sissippi School of Medicine, held at the Uni- 
versity Medical Center in Jackson April 2-4. 


Dr. Heren Oc and Dr. B. 
JeaANNe Enpres-Burpetre, of Honolulu, were 
elected president and secretary-treasurer, re- 
spectively, of the Hawaiian Society of 
Anesthesiologists. 


Dr. Marion P. Primomo of Dilley, Texas, 
was elected secretary-treasurer of the Medical 
Society of LaSalle-Frio-Dimmitt Counties; 
Dr. Marie D. Gorvon of San Antonio, Texas, 
was elected secretary of Bexar County Med- 
ical Society; and Dr. Mary Wirr Hucues of 
Texarkana, Texas, was elected secretary-treas- 
urer of Bowie County Medical Society. 


Dr. Sara Rosekrans, Neilsville, Wis., 
served as chairman of Standing Committees 
for the VI Congress of the Pan American 
Medical Women’s Alliance, held in Miami, 
Fla., April 13-17, 1958. Others from the 
United States who served in official capacities 
were: Dr. Jesste Latrp Bronte of Portland, 
Ore., who served as chairman of the Nomi- 
nating Committee; Dr. Mason- 
Hout of Hollywood, Calif., who served as 
chairman of the Committee on Constitution 
and By-Laws; and Dr. Harriet Hosmer of 
Buffalo, N.Y., who was a member of the same 
committee. The Fellowships and Loans Com- 
mittee was composed of Dr. Brodie, Chair- 
man, Dr. RutH Bakwin of New York City, 
and Dr. Marion Hocuatter of Logansport, 
Ind. Dr. Hitpa Hasenicut of Jackson, Mich., 
was chairman of the General Finance Com- 
mittee. Dr. Woop of N. Holly- 
wood, Calif.; Dr. Eva G. Cutricut of Woos- 
ter, Ohio; and Dr. ALeTHEA of 
Alhambra, Calif., served on the Program 
Committee (Dr. Wood was chairman). Dr. 
SuerirF of Columbia, $.C., was chair- 
man of General Publicity, and Dr. Alma 
Trappotint and Dr. Jean Jones Perdue, 
members of Branch Thirty-Three, AMWA, 
were members of the Local Arrangements 
Committee. Dr. Aurora F. Atzerti of Branch 
One, AMWA, was chairman of Arrangements 
and Program for the Washington, D.C., visit 
that followed the meeting in Miami. 

Women physicians of the United States 
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participated in the scientific sessions of the 
Pan American Medical Women’s Alliance: 
Dr. Nita Kirkpatrick Covatt, Medical Di- 
rector and Administrator of Kirkpatrick Me- 
morial Institute, Winter Park, Fla., illustrated 
with slides her talk on “Functions and Oppor- 
tunities of the Rehabilitation Centers.” Those 
participating in the Session on Obstetrics and 
Gynecology were: Dr. Appte M. ScHwittay 
of Jackson, Mich., who spoke on “Psychoso- 
matic Aspects of Gynecology”; Dr. ELEANoR 
Scorr of Baltimore, who spoke on “The 
Problem of Post Maturity”; Dr. Mary M. 
Spears of Philadelphia, who spoke on “Proc- 
tologic Complications of Pregnancy”; and 
Dr. Mason-Hohl, who served as moderator 
for the session. Dr. Jean Jones Perdue served 
as moderator for the Session on Internal Med- 
icine and presented a paper on “The Stroke 
Patient: Diagnosis and Handling.” Others par- 
ticipating in this session were: Dr. Habenicht, 
who spoke on “Complications of Asian Flu,” 
and Dr. Lita Bonner MILter of Atlanta, Ga., 
who spoke on “The Internist Looks at Alco- 
holism.” Dr. Mason-Hohl, Dr. Rosekrans, and 
Dr. Dollinger reported on the World Medical 
Congress held in Istanbul, in October, 1957. 
Dr. Eva F. Dopce of Little Rock, Ark., pre- 
sided at the Session on Pediatrics. Those par- 
ticipating were: Dr. Bakwin, who presented 
and discussed her film, “Schizophrenia in 
Childhood”; and Dr. Cornetia Morse Ca- 
RITHERS Of Jacksonville, Fla., who spoke on 
“Children—Their Pets and Diseases.” The ses- 
sion on Public Health included Dr. Dollinger, 
who served as moderator; Dr. Sheriff, who 
spoke on “Newer Trends in Maternal and 
Child Health”; and Dr. Ruth Howarp of 
Denver, who presented a film and discussed 
“Child Services—Work Among the Migrants.” 
At the same meeting Dr. EstHer Pout 
Loveyoy and Mrs. Dwight D. Eisenhower 
were made honorary members of the Pan 
American Medical Women’s Alliance. 


Dr. Marte Pichet WarNeER of New York 
City spoke to the Mr. and Mrs. Club at In- 
wood Hebrew Center on “Health Aspects of 
Sex in Marriage,” at the January meeting of 
the group. 


Dr. DorotrHy Wyve tt, of Midland, Texas, 
was appointed to the Committee on Mental 
Health of the Texas Medical Association, and 
Dr. May Owen of Fort Worth, Texas, was 
appointed to the Committee on Scientific Ex- 
hibits. Both terms will expire in 1962. 
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THESE WERE THE FIRST 


Dr. RutH Gertrupe ALEMAN of New Or- 
leans was graduated from the University of 
Virginia in 1924, and previously from the Ho- 
tel Dieu School of Nursing in New Orleans 
in 1915. Dr. Aleman was medical director of 
St. Vincent’s Infants’ Asylum, former presi- 
dent of the Louisiana State Pediatric Society, 
honorary life member of the Hotel Dieu 
Nurses’ Alumnae (1956), and the first woman 
physician to be chief of the staff of Hotel 
Dieu Hospital. Dr. Aleman, a pediatrician, is 
a member of the faculty of Louisiana State 
University School of Medicine. 


Dr. IRENE Frances Laus of Eaton, Pa., 
a graduate of the University of Pennsylvania 
in 1923, was the first woman president of the 
Northampton County Society (Pennsylvania), 
and for many years was on the active staff of 
the Eaton Hospital. 


Dr. Mary RicHarpson, a graduate of the 
Columbia Medical School College of Physi- 
cians and Surgeons in 1929, and also of the 
London School of Tropical Medicine and 
Hygiene in 1931, was a major of the Salvation 
Army. With her husband, also a physician and 
major, she went to Travancore, India, and in 
Madras directed a hospital and leprosarium. 
Before her departure to the East, Major 
Richardson was resident of the Booth Memo- 
rial Home and Hospital, New York City. 
Later she and her husband served in Yong 
Dong, Korea. 


Dr. AvELAIDE Mary ZoELLeR of New Or- 
leans was graduated from the Tulane School 
of Medicine in 1926, and was the first woman 
intern at the Baptist Hospital in New Orleans. 
She married Dr. W. L. McNamara of 
Chicago. 


Dr. SELMA Weiss, born in Bucharest, Ro- 
mania, in 1894, was graduated from the New 
York Medical College and Flower Hospital in 
1919, and was the first woman on the staff of 
the Newark City Hospital, New Jersey 
(1919-1921). 


—From the E.izasetH Bass Collection, 
Rudolph Matas Medical Library, 
Tulane University, New Orleans. 
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ALBUM OF WOMEN IN MEDICINE 


“Where there is love of man there is also 
love of art... .” Throughout her all too brief 
life Dr. Mary E. Childs MacGregor embodied 
the spirit of this precept of medical student 
days. Among her little, nameless, unremem- 
bered acts of kindness were her regular gifts 
of flowers to the chil- 
dren’s ward and resi- 
dent’s quarters at the 
New York Infirmary. 
While she lived in 
New Jersey, she acted 
as foster mother for 
babies considered for 
adoption. She con- 
tinued her interest in 
children and educa- 
tion as president of 
the Board of Trustees 
of the Chatham Li- 
brary. In addition, she 
was school physician 
for the Chatham pub- 
lic schools for many 
vears. In regard to 
medical education she 
stimulated the found- 
ing of, and contrib- 


for further study by 

women in the field of urology. The work - 
the church, and especially of the medical mis- 
sions, was one of her basic interests. 

Dr. MacGregor was a pioneer in her field 
of medicine, being one of the few women to 
be trained in, and to practice, urology. She 
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MARY E. CHILDS MacGREGOR, M.D. 
1896-1955 


helped to found and build the urology service 
of the New York Infirmary. 

Dr. MacGregor was born in East Orange, 
N. J., on Feb. 12, 1896, the daughter of Samuel 
S. Childs and Anna Emma Alward Childs. In 
1917 she received her bachelor’s degree 

, from Wellesley. She 
entered Cornell Med- 
ical College and, after 
graduation in 1922, 
interned -at the New 
York Infirmary. She 
was married to Law- 
rence MacGregor, 
and is survived by 
him and their two 
children, Samuel and 
Lois. 

Among the im- 
portant positions held 
by Dr. MacGregor 
were: chief of urol- 
ogy, New York In- 
firmary; assistant sur- 
geon to outpatients— 
urology, New York 
Hospital; courtesy 
staff, Overlook Hos- 
pital, Summit, N. J., 
and courtesy staff, 
Memorial Hospital, Morristown, N. Y. 

To her untimely death on Oct. 22, 1955, 
this active humanitarian continued her work 
—beloved by her colleagues, respected by her 
patients, revered by all who knew her—a true 
and dedicated physician. 


Ags 


—Elisabeth P. Pickett, M.D. 
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Editor’s Note: These reviews represent the indi- 
vidual opinions of the reviewers and not necessarily 
— of the members of the Editorial Board of the 

OURNAL. 


CLINICAL USE OF RADIOISOTOPES. By Wil- 
liam H. Beierwaltes, M.D., Associate Professor of 
Internal Medicine and Coordinator, Clinical Radio- 
isotope Unit, University Hospital, Ann Arbor, 
Mich.; Philip C. Johnson, M.D., Assistant Profes- 
sor of Internal Medicine and Chief, Radioisotope 
Unit, Veterans Administration Hospital, University 
of Oklahoma Medical School, Oklahoma City; and 
Arthur J. Solari, B.X., M.S. (Physics). Pp. 456, 
illustrated. Price $11.50. W. B. Saunders Company, 
Philadelphia and London, 1957. 


This well-written book gives a comprehensive re- 
view of the clinical use of radioisotopes in hospital 
practice. Both the physician and the allied medical 
personnel will find it a source of information for 
daily use. Material is presented discussing the routine 
and highly specialized radioisotope procedures. 

Some fundamentals about radioactivity are ex- 
plained. The methods to be used for those qualified 
in obtaining a license for the use of radioisotopes are 
presented, and the necessary requirements are listed. 
Training courses and the places where they are given 
also are listed. 

There is discussion of the use of radioactive 
iodine for tracer study of the thyroid gland in treat- 
ment of hyperthyroidism, angina pectoris, and car- 
cinoma of the thyroid, and the use of radioactive 
iodinated albumin for measuring blood volumes is ex- 
plained. The authors also present its application in 
diagnosis of brain tumors, angiocardiographic study, 
and in peripheral vascular disease. 

The use of radioactive phosphorus (p™) in localiza- 
tion of brain and eye tumors is given, and its use in 
treatment of polycythemia vera and leukemia is 
elaborated upon. There are chapters on radioactive 
gold (Au™), radioactive chromium (Cr), cobalt 
(Co”), and iron (Fe* and Fe™) and discussion of 
the less commonly used radioisotopes: arsenic, bro- 
mine, calcium, carbon, lead, and zinc. 

There is a chapter on the biological effects of radi- 
ation, followed by discussion of health physics in the 
clinical use of radioisotopes. A chapter on instru- 
mentation and a list of the equipment necessary for 
doing the examination and in giving treatment with 
radioisotopes are helpful. This book is recommended 
for the radioisotope department of a hospital and 
for the physician who uses this modality. 


—Edward I. Siegal, M.D. 


J.A.M.W.A.—July, 1958 


SIGNS AND SYMPTOMS: APPLIED PATHO- 
LOGIC PHYSIOLOGY AND CLINICAL IN- 
TERPRETATION. Edited by Syril Mitchell Mac- 
Bride, A.B., M.D., F.A.C.P., Associate Professor of 
Clinical Medicine, Washington University School 
of Medicine, St. Louis. Contributors: Benjamin 
Alexander, M.D., and others. Third Edition, Pp. 
973, with 191 illustrations and 6 color plates. Price 
$12.00 (cloth). J. B. Lippincott Company, Phila- 
delphia, 1957. 


The new third edition of this useful book has been 
thoroughly revised, brought up to date, and aug- 
mented by three new chapters. 

The introductory chapter, written by the editor, 
stresses the importance of careful and accurate history 
taking, its proper analysis, and interpretation, which, 
without any other diagnostic means, will lead the 
examiner in the right direction. In subsequent 
chapters, headache, jaundice, dyspnea, cyanosis, 
cough, fever, edema, and other subjects are discussed. 
Each sign and symptom is clearly defined and its 
mechanism on the basis of anatomy, physiology, 
chemistry, pathology, and psychology is explained. 
Diseases and disorders in which they appear are listed, 
and points of differential diagnosis are emphasized. 
Each section is briefly summarized and followed by a 
list of references. The chapter on Growth and Sexual 
Development is new. It contains a great deal of inter- 
esting material and furnishes the physician with im- 
portant data that are readily available in the text and 
tables and charts. The new and extensive section on 
Lymphadenopathy and Disorders of the Lymphatic 
System supplies clear and understandable information 
on the anatomy, physiology, pathology, function, and 
structure of this important system. Several chapters 
were written by the editor and others were written 
by different authorities closely identified with the 
particular subject, but there is remarkable uniformity 
all through the book. Many clear illustrations. includ- 
ing color plates, graphs and photographs, add to the 
excellent text. A complete index is available for ready 
reference. This volume is a valuable aid to everv 
practicing physician in his search for proper diagnosis. 


—Edith Gutman, M.D. 


THE RIDDLE OF STUTTERING. By C. S. Blue- 
mel, M.D., F.A.C.P. Pp. 142, Price $3.50 (cloth). 
The Interstate Printers and Publishers, Inc., Dan- 
ville, Ill., 1957. 


In his most recent book Dr. Bluemel uses consider- 
able space for the clarification of the terms stuttering 
and stammering. He defines stuttering as the non- 
fluency of prespeech or speech in the making, while 
“stammering” is used for the well-known pathological 
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manifestations of speech blocks, spasms, and mus- 
cular efforts to get “difficult” words out. “Stuttering” 
is applied to unorganized speech and “stammering” to 
disorganized speech. 

Primary stammering, or the initial disorganization 
of speech, is followed by a secondary phase called 
the effort phase. The stammerer is already negatively 
conditioned to speech and speech situations. Thus he 
aggravates the symptom until he turns into a “con- 
firmed” stammerer whose life is pervaded with pho- 
bia and anxiety. Dr. Bluemel goes on to say that 
stress situations in the child’s environment are the 
major causative factors in turning stuttering into 
stammering. 

According to the author the stammerer can be 
helped best by a broader therapeutic approach, which 
includes full awareness of the patient’s emotional 
needs and restores his nonfluent speech into fluent 
verbal patterns. To effect this fluency Dr. Bluemel 
suggests “inward speech.” The patient has to think 
out correct verbal patterns until the words “say them- 
selves” through the motor speech musculature. In 
other words, a re-enforced sensory speaking experi- 
ence facilitates the motor process of speaking. 

Dr. Bluemel adds that stammerers are susceptible 
to psychotherapy. 

It seems to this reviewer that Dr. Bluemel subor- 
dinates the constitutional language factors as causes 
for stuttering to the emotional ones. Furthermore, ac- 
cording to the author’s own definition the title “The 
Riddle of Stuttering” may be misleading as he pre- 
fers the term “stammering” for the pathological 
manifestations of speech blocks, spasms, and muscle 
efforts. 

Every worker in the field of speech therapy will 
consider as a definite contribution Dr. Bluemel’s 
description of “inward speech” as a therapeutic tool 
for stuttering. 

—Regine F. Wobhblmann, 
Language Diagnostician, 
New York Infirmary 


SCOVILLE’S—THE ART OF COMPOUNDING. 
Edited by Glenn L. Jenkins, Ph.D., Dean and Pro- 
fessor of Pharmacological Chemistry, Purdue Uni- 
versity School of Pharmacy; Don E. Francke, 
D.Sc., Chief Pharmacist, University Hospital, Uni- 
versity of Michigan; Edward A. Brecht, Ph.D., 
Dean and Professor of Pharmacy, University of 
North Carolina, School of Pharmacy; and Glen 
S. Sperandio, Ph.D., Assistant Professor of Pharm- 
acy, Purdue University School of Pharmacy. Ninth 
Edition. Pp. 551, with illustrations. Price $11.00. 
The Blakiston Division, McGraw-Hill Book Com- 
pany, Inc., New York, 1957. 


In this volume all the chemical and physical po- 
tentialities involved in integrating certain medicinal 
substances are taken into account. The text has been 
so constructed as to give any student of pharmacy a 
precise initiation into the multiple ways in which 
various types of prescriptions can be compounded, 


with due respect for esthetic as well as ethical stand- 
ards. Study and absorption of its contents are a must 
for all those engaged in any phase of the pharmaceu- 
tical organization: in preparation, packaging, storing, 
or any other manipulations required to maintain the 
optimal medicinal value of chemicals. 

The book, divided into several main parts, touches 
comprehensively on the prescription itself; nomen- 
clature and vocabulary; pills, tablets, and similar 
preparations; percentage, saturated, isotonic, paren- 
teral, ophthalmic, allergenic, and other solutions; oint- 
ments; suppositories; miscellaneous external prepara- 
tions; sterilization; and homeopathic pharmacy. Clos- 
ing chapters take up incompatibilities of all kinds and 
prescriptions for criticism and practice. 

This volume should be consulted freely as a refer- 
ence by practicing pharmacists as well as by students 
of pharmacy, remembering that he is best educated 
who knows where and how to find information when 
he wants it. 

—Judith Cohen, B.S., R.P. 


OCULAR SURGERY. By H. Arruga, M.D., Direc- 
tor, Institute for Ophthalmology, Barcelona. Trans- 
lated from the Fourth Spanish Edition by Michael 
J. Hogan, M.D., Clinical Professor of Ophthalmol- 
ogy, University of California School of Medicine, 
and Luis E. Chaparro, M.D., Former Professor of 
Physiology, University of El Salvador Medical 
School. Pp. 948, with 1,309 illustrations (123 in 
color). Price $48.00. The Blakiston Division, Mc- 
Graw-Hill Book Company, New York, 1956. 


A volume of ophthalmic surgery of international 
repute, including all the tried and tested surgical 
procedures of many lands, with adequate description 
and illustration, would be most delightful to discover; 
such is this second edition of Arruga’s “Ocular Surg- 
ery,” a book containing the most lucid and accurate 
illustrations of any text of its type, ones that simplify 
even the most arduous and_ difficult surgical 
procedures. 

The book is a complete and well-organized text 
encompassing a consideration both of the techniques 
of Arruga and those of other surgeons which have 
withstood the most grueling test of time. The volume 
is clearly and succinctly illustrated in extra-large size 
halftones, with only the most important original ref- 
erences. In an intricate specialty, these magnificent 
drawings have no parallel for simplicity and accu- 
racy. The compendium of surgical operations is 
complete. 

The present work, while translated in this country, 
was printed abroad; the translation from Spanish to 
English leaves nothing to be desired, but the type 
used is below the standards of American publishers 
and there are frequent broken and irregular type 
faces. The book, however, is a superlative piece of 
ophthalmic literature and should be on the shelves 
of every surgical ophthalmologist. 


—Robert E. Murto, M.D. 


J.A.M.W.A.—VoL. 13, No. 7 
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new psychochemical 


for the management of both 


minor and major emotional disturbances 


brand of thiopropazate hydrochloride e effective and potent tranquilizer 

e consistent in effects » well tolerated 
e proved under everyday conditions of office practice e effective at low dosage: 
one 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in psychoneuroses; one 10-mg. 
tablet t.i.d. in psychoses. 
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bacterial 
urethritis 


The female urethra, surrounded 

by a tortuous network of periurethral 
glands, is highly susceptible to 
localized infection ...a frequent 


source of pelvic distress.1-* 


FURACIN- 
urethral 
suppositories 


are antibacterial ... anesthetic... 
gently dilating... provide rapid 
control of both pain and infection.* 


Each Suppository contains Furacin 0.2% and 


diperodon*HCl 2%, in a water-dispersible base. 


Hermetically sealed in silver foil, box of 12. 
1. Wharton, L. R. in Campbell, M.: Urology, 
Philadelphia and London, W. B. Saunders 
Company, 1954, vol. 2, p. 1390 et seq. 

2. Barrett, M. E.: J. M. Ass. Alabama 
26:144, 1956. 3. Youngblood, V. H.: 

J. Urol., Balt.,70:926, 1953. 


> URETHRA 


postmenopausal 
urethritis 


After the menopause, estrogen 
deficiency leads to atrophy of the 
urethral mucosa with increased sus- 
ceptibility to infection ... a frequent 


source of pelvic distress. 


FURESTROL" 
suppositories 


ire estrogenic as well as anti- 

bacterial, anesthetic, and gently 
dilating ... provide “progressive 
histologic normalization” as well 


as prompt symptomatic relief.° 


Each Suppository contains Furacin 0.2%, 
diperodon*HCl] 2%, and diethylstilbestrol 
0.0077% (0.1 mg.), in a water-dispersible base. 
Hermetically sealed in orchid foil, box of 12. 

t. Youngblood, V. H.; Tomlin, E. M.: 
Williams, J. O. and Kimmelstiel, P.: Tr. South- 
ct. Am. Urol. Ass. (to be published) 


ist. Se 


NITROFURANS — a unique class of antimicrobials — products of Eaton research. 
EATON LABORATORIES, NORWICH, NEW YORK 


THE FEMALE 
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American Medical Women's Association, Inc. 
BRANCH OFFICERS, 1958-1959 


(Continued) 


FORTY-ONE, SOUTHEAST VIRGINIA 
President: Hertha Riese, M.D., Route 2, Box 397, 
Glen Allen. 


Secretary: Maysville Owens Page, M.D., 2904 Rugby 
Rd., Richmond. 


FORTY-TWO, HOUSTON, TEXAS 
President: Ethel E. Erickson, M.D., 2044 Dryden Rd., 
Houston. 


Secretary: Marga H. Sinclair, M.D., 3707 Ingold, 
Houston. 


FORTY-THREE, THE ALAMO, 
SAN ANTONIO, TEXAS 

President: Anne Farrell, M.D., 2819 N. McCullough, 
San Antonio. 

Secretary: Maxine Surber, M.D., 114 General Kreuger 
Drive, San Antonio. 

Membership Chairman: Pearl Zink,, M.D., 615 Medi- 
cal Arts Bldg., San Antonio. 


FORTY-FOUR, MARICOPA, PHOENIX, 
ARIZONA 
President: Zdenka Hurianek, M.D., 4115 N. 10th, 
hoenix. 
Secretary: Helen Davis, M.D., 3337 E. Mitchell Drive, 
San Antonio. 


FORTY-FIVE, TUCSON, ARIZONA 


President: Virginia C. Van Meter, M.D., Old Pueblo 
Club, Tucson. 


FORTY-SIX, UTAH 
President: Johanna Dieckman, M.D., 868 Second Ave., 
Salt Lake City. 


FORTY-SEVEN, COLORADO 
President: Edna Stuver, M.D., 2501 Grape St., Den- 


ver. 
Secretary: Leda Janke, M.D., 1001 S. Broadway, Den- 
ver. 


FORTY-EIGHT, 
NORTHWEST INDIANA 


ae Eleanore A. Walters, M.D., 602 Broadway, 
ary. 
Secretary: Ellen K. Cohen, M.D., Hebron. 


BRANCH FORTY-NINE, KENTUCKY 
President: Peggy Howard, M.D., 2116 Edgehill Rd., 
Louisville. 
Secretary: Letitia Kimsey, M.D., 101 W. Chestnut St., 
Louisville. 


BRANCH FIFTY, BROWARD COUNTY 
(FORT LAUDERDALE), FLORIDA 
President: Charlotte E. Mason, M.D., 206 Professional 

Bldg., Hollywood. 
Secretary: Mary Rose Siers, M.D., 3025 W. Broward 
Blvd., Fort Lauderdale. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
APPLICATION FOR MEMBERSHIP 


(Please print as it should appear in the Directory.) 
: (Please check address to which JouRNAL and AMWA correspondence are to be mailed.) | 
Certification by American Board of......... WO 


Date and Place of Birth 


Check membership desired: 

1] Life-Dues $200 (May be paid in two installments in two consecutive years). 

[] Active-Dues $10 per annum. (Branch dues not included in Active membership dues and are 
payable to Branch treasurer. ) 


(_] Associate-No dues. Junior-No dues. 
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Medical Women’s International Association 


President: Dr. M. Tosont Davai, 1, via Giustiniano, Milan, Italy. 
Past-President: Dr. Apa Curee Rein, 118 Riverside Drive, New York, U.S.A. 
Hon. Treasurer: Dr. H. pe Roever-Bonnet, Milletstraat 26, Amsterdam, ZII, Holland. 


Hon. Secretary: Dr. Janet K. AirKen, Acacia House, 30a Acacia Road, Regent’s Park, London, 
England. 


Vice-Presidents: Pror. Marie L. CHEvREL, 14, rue des Fossees, Rennes, I. et V., France. 
Dr. INceR Hatporsen, Rikard Nordraksgtn 4, Bergen, Norway. 
Dr. ANNA Jacos-Petter, 23 Mazastr, Tel-Aviv, Israel. 
Dr. Fe pet Munpo, 34 Kitanlad, Quezon City, Manila, Philippines. 
Dr. ANNA Wacrnarp-Scuaetti, Eierbrechstr. 71, Zurich 7, Switzerland. 


Dr. Marion Hivuiarp, 716, Medical Arts Bldg., Toronto, Canada. 


AMWA International Corresponding Secretary: 


AuMa Dea Moranl, M.D., 3665 Midvale Ave., Philadelphia, Pa. 


CONSTITUTION OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 


Article III, Sestign la. Active Members ‘‘shall be members of a Branch, if any local Branch exists; if not, they may be 
members-at-large 


Article III. Section 6. Associate Members “‘shal] be: (1) medical women in the first year gee (2) women interns, 
residents-in-training, and fellows. Associate members shall not pay dues and shall have privil leges of membership, 
except voting, holding office, and membership in the Medical Women’s International Association.’ 


Aor III. Section 7. Junior Members “shall be members of Junior Branches in the four undergraduate years of medical 
schoo 
All members receive the official publication, the JouRNAL oF THE AMERICAN MepicaL WoMEN’s 


Association. Life and Active members receive membership in the Medical Women’s International 
Association. 


Endorsers are required only if applicant is NOT a member of a State or County medical society. 
Endorsers must be members of American Medical Women’s Association 


Checks payable to the American Medical Women’s Association, Inc. must accompany applica- 
tion. Mail to Treasurer, A.M.W.A., 1790 Broadway, Room 315, New York 19, N.Y., or to the 
Branch Treasurer. 
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OCTOR, IT’S FACT 


TRADE MARK 


THE ,DIAPHRAGM 
WITH THE 


cONTOURING 


COIL SPRING 
OFFERS YOU AND YOUR PATIENTS 


1. Expressly designed to assure your patient ease of insertion and auto- 
matic placement. 

2. Conserves physician's time by reducing fitting and instruction period. 

3. Patients learn faster and develop greater confidence because of the ease 
with which they learn to place and use the diaphragm. 

4. Affords greater patient protection by locking in spermicidal lubricant 
and delivering it directly under and next to the os uteri. 

5. Folds behind pubic bone with suction-like action forming a more 
effective barrier. 

6. Simple to remove. 

When compressed, diaphragm forms into semi-curve or half-moon shape 

(Fig. 1) permitting it to pass easily along floor of the vagina beyond cervix 

(Fig. 2) without any difficulty. No mechanical inserter or introducer is re- 

quired (Fig. 2) since the KORO-FLEX will not buckle or butterfly in form. 


KORO-FLEX (contouring) Diaphragm is ideal, not only where ordinary 
coilspring diaphragms are indicated but for Flat rim (Mensinga) type 
as well. 

May be used in cases of mild 
prolapse, cystocele or rectocele. 


Suggest the convenient-economical 
KORO-FLEX COMPACT 60-95 mm 
Sanitary plastic bag with zipper closure. 
Diaphragm, tube KOROMEX Jelly (3 0z.), 
Cream (1 oz. trial size). 


J Available at all prescription pharma- 
cies. Write for descriptive literature. 


FIG. 3 
HOLLAND-RANTOS COMPANY, 145 HUDSON STREET, NEW YORK 13, N. Y. 
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TRICHOMONAS 
MONILIA 
BACTERIA 


ir welcome clinical advance... 


effective medication 


in an appealing form 


Now supplied with 
plastic applicator 


SANITARY 
SUPPLIED: BOXES OF 10 e INSURES CORRECT 
with applicator. SUPPOSITORY PLACEMENT 
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COVERS CERVIX AND VAGINAL WALL —The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE-The short course of treatment with 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


Vaginal Suppositories 


(| LABORATORIES 
New York 18, N.Y. 
*97 per cent effective in a study of 564 cases; 


94 per cent effective in a series of 510 cases. 


Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off. 


Aaainst tle | 
‘6 
Soft and pliant as a tampon, the Milibis vaginal suppository offers proved therapeutic 7 
action* in a vehicle giving unusual clinical advantages to both patients and physician. ” 
J 
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the call 


for 


Each lemon-candy flavored teaspoon 
of Vi-Daylin contains: 


0.9 mg. (3000 units) 
eS 20 mcg. (800 units) 
Thiamine Hydrochloride... 1.5 mg. 
Pyridoxine Hydrochloride mg. 


and now ... Vi-Daylin Drops contains the 
same eight essential vitamins for infants! 
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Massengill Powder has a “‘clean’”’ 
antiseptic fragrance. It enjoys 
unusual patient acceptance. 


z Massengill Powder is buffered 
ae to maintain an acid condition 

in the vaginal mucosa. It is more 
effective than vinegar and simple 
acid douches. 


Massengill Powder has a low 

1s surface tension which enables it 
to penetrate into and cleanse the 
folds of the vaginal mucosa. 


Massengill Powder solutions are 
easy to prepare. They are 
nonstaining, mildly astringent. 


assengill powder 


when 
Indications: Massengill Powder solu- 
recommending tions are a valuable adjunct in the 
management of monilia, trichomonas, 
a staphylococcus, and streptococcus in- 
fections of the vaginal tract. Regular 
na l douching with Massengill Powder so- 
vagr lution minimizes subjective discomfort 
J he and maintains a state of cleanliness 


and normal acidity without interfering 
with specific treatment. 


Currently, mailings will be forwarded 


only at your request. Write for samples 
and literature. 


THE 3.2, ASSENGILL COMPANY 


BRISTOL, TENNESSEE - NEW YORK » SAN FRANCISCO + KANSAS CITY 
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In 

modern 
feminine 
hygrene 

and therapy 


Massengill Powder has cosmetic elegance. Its clean, refreshing fragrance is acceptable to the 
most fastidious for therapeutic or routine hygienic use. Massengill Powder solutions are 
easily prepared, convenient to use, nonstaining. They effectively cleanse, deodorize and 
soothe the vaginal mucosa, while their mild astringent properties tend to decrease vaginal 


secretions. 


Following intensive antibiotic therapy, increasing 
numbers of female patients return complaining 
of vulvar pruritus or vaginitis ... and profuse 
vaginal discharge. 

Most of these present the classical picture of 
Monilia albicans, Trichomonas vaginalis or 
mixed infections. When these infections occur, 
regular use of Massengill Powder, with its pH 
of 3.5 to 4.5, helps restore the normal acidity of 
the vaginal tract. At this normal pH the growth 
of pathogenic organisms is inhibited and the 
growth of the normal vaginal flora encouraged,' 
thus reducing the barriers to specific medication. 


Massengill Powder is buffered to retain an acid 
condition. In a recent clinical observation, am- 
bulatory patients—with an alkaline vaginal 
mucosa resulting from pathogens—maintained 
an acid vaginal mucosa of pH 3.5 for a period of 
4 to 6 hours after douching with Massengill 
Powder; recumbent patients maintained a satis- 
factory acid condition up to 24 hours. Simple 
acid douches (vinegar or lactic acid) are quickly 
neutralized by an alkaline vaginal mucosa; 
therefore, they are somewhat unsatisfactory in 
maintaining the required acid pH of the vagina.’? 


Massengill Powder in the standard solution has 
a surface tension of 50 dynes/em. as compared 
to that of water and simple acid solutions with 
72 dynes/em. This added property of reduced 
surface tension enables Massengill Powder to 
penetrate into and cleanse the folds of the 
vaginal mucosa, thus increasing the therapeutic 
effectiveness. Lowered surface tension makes 
the cell wall and cytoplasmic membrane of the 
infecting organism more permeable and thus 
more susceptible to specific therapy.” 


Massengill Powder is supplied in glass jars of 
the following sizes: 

Small, 3 oz. 

Medium, 6 oz. 

Large, 16 oz. 

Hospital Size, 5 lbs. 
Pads of douching instructions for patient use 
available on request. 


1. Lang, W.R., Rakoff, A.E., Am. Geriatrics Soc. 
1:520 (1953). 

2. Arnot, P.H., The Problem of Douching, Western 
Journal of Surg., Obs., and Gyn., Vol. 62, No. 2:85 
(1954). 


THE S. E. |ASSENGILL COMPANY 


BRISTOL, TENNESSEE + NEW YORK + SAN FRANCISCO + KANSAS CITY 
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make poor eaters want to 


REDISOL 


CYANOCOBALAMIN (CRYSTALLINE VITAMIN Bi2) 


REDISOL—vitamin B,,—used as a dietary supplement often 
stimulates appetite with consequent weight gain—youngsters 
look forward to their meals again. 


Cherry-flavored REDISOL Elixir (5 meg. per 5 cc.) and soluble REDISOL Tablets (25, 50, 100, 250 
meg.) mix readily with liquids. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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when baby goes home / formula feeding 
satisfaction 


for mother and infant 


Mothers will appreciate the simplicity and convenience 
of formula preparation whether you select Lactum 

or Dextri-Maltose as discharge formula and for 
continued feeding. 


Lactum is available in two forms: Liquid and 

“instant” Powder. For a 20 calorie per ounce formula, 

mother adds a can of water to a can of Liquid; or a measuring 
cup of Powder to a quart of water; or 4 tablespoons of 
Dextri-Maltose to a can of evaporated milk and enough 

water to make a quart. She prepares formula when 

convenient, stores in refrigerator until needed. She has 
enough formula ready to satisfy baby’s varying needs and 
appetite from day to day, feeding to feeding. 


Lactu m? modified milk formula 


Dextri-M altose’ maltose-dextrins formula modifier 


and for special feeding problems: 
Sobee,® Nutramigen,® Probana,® 
Lofenalac (new low phenylalanine formula) 


Printed services for your patients are available on all 
formula preparations from your Mead Johnson representative 
or by writing us, Evansville 21, Indiana. 


Mead Johnson 


FP643 Symbol of service in medicine 
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